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THE VASODILATOR—RONIACOL 
Report on a Preliminary Clinical Study 


S. MARX WHITE, M.D., F.A.C.P. 


Minneapolis, Minnesota 


ONIACOL,* a vasodilator substance which is 

converted in the organism to nicotinic acid, 
is 3-pyridine-methanol or B-pyridyl-carbinol (the 
alcohol corresponding to nicotinic acid) and has 
the following structural formula: 


B 
C 
HO~ 

] 
HC 


S 
as tia 
CH 


NF 
7 


uring the experimental period the code desig- 
nation for the compound was NU2121. 

Roniacol is a nonvolatile solid with a slight 
characteristic odor and is freely soluble in water 
and in alcohol. Aqueous solutions are practically 
neutral and may be used intravenously and in- 
tramuscularly if given with care. 


For mice the LD,, (that dose which kills 50 
per cent of the animals) is 1.4 gm./kg. intra- 
venously, 2.0 gm./kg. subcutaneously and 3.0 
gm./kg. orally. No untoward symptoms were ob- 
served in dogs from oral administration of 180 
mg./kg. Diets containing twelve to twenty-four 
times the clinical dosage used in our study in man 
were fed to rats for three months without causing 
ill effects on blood formation, and produced no 
significant effect on growth rate compared with 
untreated animals. The daily administration to 


*Roniacol is a vasodilator substance converted in the organism 
to nicotinic acid. The drug was kindly supplied by the manu- 
facturer, Hoffmann La Roche, Inc., Roche Park, Nutley, New 
Jersey, for clinical trial. The statements as to chemistry, phar- 
macology and effect on circulation in animals are those of the 
manufacturer. 
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dogs of 250 to 500 mg. (the approximate amount 
given daily to man) for three months had no ad- 
verse effect on weight, blood formation, blood 
glucose or nonprotein nitrogen. The effects on 
the circulation in animals will not be considered 
here except to state that, in general, Roniacol has 
a powerful vasodilator effect on both coronary and 
peripheral circulation. 


Clinical Considerations 

There are several conditions in which some- 
what prolonged vasodilation should be of benefit, 
particularly in treatment but also in diagnosis. 
These include conditions in which cerebral, cor- 
onary, renal, or peripheral vascular spasms are in- 
volved, such as Raynaud’s disease, endarteritis, 
3uerger’s disease, the syndrome of intermittent 
claudication, varicose ulcers of the legs, decubital 
ulcers, acrocyanosis, chilblains, the angina pectoris 
syndrome, migraine associated with vascular 
spasms, Méniére’s syndrome, and ophthalmic con- 
ditions associated with deficient blood supply. 
Collateral circulation is of paramount importance 
when the vascular lumen is narrowed. Spasm of 
any measurable anastomoses further diminishes 
the nutrient supply beyond the point of arterial 
narrowing. On the contrary, dilatation may more 
or less compensate for the nutrient lack. To be 
effective in aiding nutrition in an area with de- 
ficient vascular supply, brief and evanescent dila- 
tation in collateral vessels requires frequent repe- 
tition of the dilator effect. A prolonged dilator ef- 
fect is to be sought and should aid in establishing 
permanent dilatation of the vessels involved. 
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Evidence supports the view that when vaso- 
spasm occurs frequently, and especially when pro- 
longed, the tendency is for constriction to occur 
more and more readily and to inhibit the de- 
velopment of permanent dilatation. 

Also, when collateral circulation is evoked, dila- 
tation which commonly occurs in the collateral 
vessels, if given sufficient time, may become per- 
manent. The degree to which this develops varies 
greatly in different organs, states, vascular dis- 
orders and particularly in different individuals. 
More time and further study is needed to deter- 
mine how much acute change and how much pro- 
longed and permanent change can be produced by 
medication, and by surgical means such as sym- 
pathectomy in sites where this procedure is prac- 
ticable. 

While the rate of development of effective and 
permanent collateral circulation in arteries un- 
doubtedly differs from that in veins, all available 
evidence reveals that it is slow and that the maxi- 
mum dilatation is only gradually attained. There 
is at the present time no certain method of visual- 
izing the coronary vessels in man during life, but 
analogy with situations in which either venous or 
arterial collateral circulation may be visualized 
should aid in understanding the processes in- 
volved. 

Much experience has been gained in former 
years, before the use of anticoagulants became so 
widespread, in the rate of development of col- 
lateral circulation between the veins of the lower 
abdomen and the thigh in cases of obstruction in 
the iliac and femoral veins. Study of the veins 
seen at the surface between thigh and abdominal 
walls has shown that the full degree of dilatation 
of the anastomosing veins requires many months, 
in some instances a year or more. 

Examples illustrating the time required for full 
development of peripheral arterial anastomoses 
are not so readily found, coarctation of the aorta 
perhaps furnishing as good an illustration as any, 
although the factor of body growth as well as 
other factors is involved. It is well known that 
the tortuous anastomotic arteries pulsating and 
palpable over the upper back, shoulders, and base 
of the neck, as well as the crenellation of the lower 
rib margins as seen by x-ray, take years to be- 
come evident. 


The present preliminary report on Roniacol is 
concerned principally with two conditions in which 
vasospasm and vasodilation in a collateral circula- 
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tion are important and often vital : acute transitory 
coronary insufficiency causing the angina pectoris 
syndrome, and peripheral vascular lesions includ- 
ing indolent and decubital ulcers in arteriosclerotic 
patients. 

Roniacol is furnished in 50 mg. tablets, scored 
so that a half tablet may be used if desired. Given 
by mouth the amount has varied from 50 mg. in 
single doses or as often as four times daily, to 
800 mg. daily in divided doses. The most com- 
mon dosage was 100 mg. three or four times a 
day. A great advantage of the drug is the ab- 
sence of irritation of the gastrointestinal tract and 
of adverse effect on the blood or blood-making 
organs. 


The acute or immediate effect differs greatly 
with individuals and with the state of the stomach, 
whether empty or containing material that would 
dilute or delay absorption. The typical reaction 
when an effective dose, usually 100 mg., is taken 
on any empty stomach, begins in six to twelve to 
fifteen minutes, with a sensation on the face and 
forehead spreading to the ears, neck and upper 
chest (especially the ventral surface), often later 
on the hands and forearms, and occasionally in the 
feet and legs and even the torso, though usually 
in lesser degree. The sensation is variously de- 
scribed as “warmth,” “prickling,” “tingling,” and 
occasionally as “burning,” felt most strongly in 
the regions first involved. Following the paresthe- 
sia as a rule, but occasionally preceding or coin- 
cident, a visible flush appears, which in a few sub- 
jects becomes very deep. The pattern of the flush 
appearance is similar to that of the paresthesia 
though not identical in all cases. In a few in- 
dividuals the flush involves the whole body, ex- 
tremities and torso, and is usually mottled in 
patches palm-size or larger. The subjective and 
objective phenomena may last a half hour or long- 
er, the subjective usually of shorter duration than 
the visible flush. Pulse rate, respiratory rate, and 
blood pressure are slightly and briefly affected. 
An increase of 10 mm. Hg in blood pressure has 
been observed once. The usual change is insig- 
nificant and is followed by a return to normal or 
only slightly below. In one instance of peripheral 
vascular disease involving the legs, pulsation was 
felt in a dorsalis pedis artery previously inert. 

When the drug is taken with food, e.g., during 
a meal, the foregoing phenomena are usually les- 
sened and in some are not manifest. In a few 
they have occurred in almost the full degree. 
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The drug has been used for patients with an- 
gina pectoris to determine whether tolerance to 
exercise, activity or excitement could be increased. 
In the angina pectoris syndrome the criterion of 
intolerance to these stresses is pain, characteristic 
in site and distribution for each individual. 

From the postmortem appearance of diseased 
coronary vessels, change in the lumen of a nar- 
rowed coronary artery sufficient to produce clini- 
cally discernible benefit is improbable. Relief 
within five minutes or so of anginal pain which 
has caused the victim to cease activity must come 
through improvement of the collateral circulation 
by relaxation of spasm or through dilatation of 
the collaterals to permit nutrient blood flow to the 
area rendered deficient during the period of pain. 
In addition, time should allow a blood supply rela- 
tively inadequate only during the activity period 
to become adequate when the activity has ceased. 
Not having actually been seen in the anginal par- 
oxysm in man, this sequence of events and the 
consequences can only be surmised, but the prob- 
able occurrence rests on sound clinical and patho- 
logical observations. 


The quick relief by rapidly acting vasodilators 
strongly supports the belief that vasospasm is in 
part responsible for anginal pain. The action of 
the drug now under study is not sufficiently rapid 
to relieve established pain but has been used in 
an attempt to accomplish one or both of two ob- 
jectives: (1) by a more or less prolonged vaso- 
dilator effect to increase the range of activity in 
which a patient may engage before pain develops, 
and (2) by such prolonged action to prevent or 
lessen vasospasm and encourage more permanent 
vasodilation of the collateral field. 

Clinically, no brilliant, immediate or dramatic 
results are to be expected. The program of re- 
gime and drug therapy is a long one, requiring 
painstaking instruction on the part of the physi- 
cian and continuous co-operation on the part of 
the patient. In the many years of dealing with the 
anginal syndrome this observer has seen from 
time to time patients in whom such a program 
conducted with care has been followed by grad- 
ually increasing tolerance of exercise. Jt should 
be emphasized that the one most important regu- 
lation should be to learn the amount or extent of 
exercise producing pain, to learn to stop short of 
this and to remain quiet the necessary moments 
before proceeding. Even the “aura” or any sensa- 
tion known to precede the actual pain should be 
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avoided. Glyceryl trinitrite is to be used only 
when the rule is forgotten, not with the idea that 
any damaging effect of the painful incident can 
be obviated or prevented. 


The control of stimuli of an emotional charac- 
ter is less readily accomplished, but here also the 
physician has a responsibility, that of explanation 
and reassurance, and of advice concerning the 
control of the environment. Co-operation is not 
as readily secured as in the exercise field. I have 
not been impressed as a rule by the results when 
technical psychiatric help has been sought. 


The routine use of tablets so widely touted by 
some of the drug houses today, combining a vaso- 
dilator drug with phenobarbital is a pernicious 
practice. It is a symbol of defeat in a situation 
requiring instead careful management with adap- 
tation to individual need and regimentation most 
of all. 


When improvement has occurred in the past, it 
has taken as a rule many months before a meas- 
urable increase in range could be noted. Not in- 
frequently a year or more elapses before so great 
a change occurs that patient and physician both 
are confident that definite results are at hand. 
This slow progress of what is believed to be prin- 
cipally improvement in collateral circulation in the 
coronary vessels compares quite closely with the 
development of collateral circulation in surface 
vessels cited earlier. 


The natural history of coronary disease with 
angina pectoris varies so widely in individuals that 
statistical analysis of results of treatment is not 
feasible. Fifty years of study of the disease by 
the writer should germinate impressions of value. 


Lacking better agents, I have prescribed theo- 
cin, theobromine and theophyllin ethylene diamine 
preparations, and at times have believed one or 
another has been beneficial, but have always con- 
sidered that persistent regulation of activity was 
of greatest importance in preventing vasospasm in 
the collaterals, thus allowing the vasodilator tend- 
encies to gain the ascendency. 

When it is remembered that while improvement 
in one area may be taking place, an atheromatous 
patch in another artery may be blocking a new 
channel in the coronary jungle, it is no wonder 
that in this field “art is long, the crisis is fleeting, 
experiment is risky and the decision difficult.” 


Patients in four groups have been studied: 
(1) the angina pectoris syndrome, (2) peripheral 
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vascular disease, (3) indolent decubitus ulcers in 
arteriosclerotic patients, (4) Raynaud’s disease. 


The Angina Pectoris Syndrome.—Cases 1 to 
9, ‘inclusive. In Cases 1 to 6, studied over a period 
of six to twelve months, there has been noted an 
increase in range of activity without producing the 
pain syndrome which is greater to an appreciable 
degree than the author has been able to secure by 
other treatment. The increase in range and the 
greater freedom from pain episodes has begun ear- 
lier and has been remarkable in each of the six 
cases. 

It is improbable that the point or points of ather- 
osclerotic stenosis in coronary arteries responsible 
for the myocardial ischemia presumed to cause 
the pain have been affected. It is the author’s 
opinion that a positive effective and prolonged 
vasodilatation is secured and that this contributes 
to an improved collateral circulation in the myo- 
cardial areas involved. It will take more time and 
observation on many more patients by many stu- 
dents of the problem before an adequate consensus 
of opinion develops. Other patients are under ob- 
servation, and similar results seem to be develop- 
ing, but the time is too short for appraisal. Re- 
port will be made in a subsequent contribution. 


In three of the patients, Cases 7, 8, and 9, re- 
sults were unsatisfactory and the drug was discon- 
tinued, but in these also no actual toxic effects 
were noted. Abdominal discomfort, extreme dis- 
comfort from the flushing and paresthesia, or lack 
of relief were responsible. 


Peripheral Vascular Disease-——Cases 10, 11, 
and 12. In all three the improvement in peripheral 
circulation was evident early, and in the first two 
of these this demonstration has aided in the deci- 
sion favoring sympathectomy. In Case 10 the 
hands were involved; in Case 11, the left foot. In 
Case 12 the improvement in circulation in the legs 
has been marked and, considering his age and 
mental state, has been considered satisfactory 
without sympathectomy. 


Indolent Decubitus Ulcers in Arteriosclerotic 
Patients —Cases 13 and 14. Two longstanding 
decubitus ulcers on the heels had failed to heal 
under vigorous management. Roniacol clearly 
aided peripheral circulation so that healing pro- 
gressed satisfactory and the ulcerated areas 
closed. 
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Raynaud’s Disease.—One case_only, in a woii- 
an of fifty years (Case 15). There has been a 
definite and beneficial effect, but the case is too 
recent to admit conclusion as to the ultimate out- 
come. The result will encourage further trial in 
this field. 


Conclusion 


A new vasodilator substance, Roniacol, has been 
given clinical trial. In six cases of the angina pec- 
toris syndrome, due to coronary sclerosis, the im- 
provement in range of activity permitted before 
the typical pain developed has been greater than 
the writer has been able to secure by other medi- 
cation in the past. This suggests that an effective 
degree of vasodilatation has been produced in the 
collateral vessels in the coronary circulation. In 
three cases the drug was discontinued because of 
abdominal discomfort, discomfort from the flush- 
ing and paresthesia, and failure of relief, respec- 
tively. In peripheral vascular disease and in in- 
dolent decubital ulcers in arteriosclerotic patients, 
improvement in the circulation was readily dem- 
onstrated, and in two cases in the first category 
laid'the bases for sympathectomy. A patient with 
Raynaud’s disease has, in a short time, shown 
much benefit. Results so far secured justify fur- 
ther extended trial of Roniacol in coronary dis- 
ease with the angina pectoris syndrome and in all 
forms of peripheral vascular disease where an ef- 


fective vasodilator with a somewhat prolonged ac- 


tion is called for. 


Case Histories* 


Case 1—H. A. N., a business executive, aged sixty- 
three, was admitted to the hospital March 22, 1947. 


The patient gives a history of malarial fever at twelve 
and in 1917 had a bout of fever which was called typhoid. 
If he walks 600 feet, he gets pain across the chest. This 
same type of pain was first noted eight years ago while 
fishing and compelled to row his boat against the wind 
with a storm coming up. That night he wakened with 
severe pain over the sternum which lasted about fifteen 
minutes. This occurred the next night and lasted only 
a few minutes. It was relieved by aspirin. Since then he 
has had an occasional pain on effort or walking, espe- 
cially in the cold weather or after heavy meals or in 
walking six or seven blocks. This has occurred more fre- 
quently the past year and now almost every morning. It 
occasionally occurs at night for a brief period. There is 
no dyspnea. The pain goes into the upper arms, right 
and left, if severe. 

The patient was seen again April 19, 1947, and he re- 


*Case histories have been much abbreviated to permit pub- 
lication. 
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ported pain on walking three blocks and occasionally at 
night. The pain is relieved by nitroglycerin. Patient 
reported on May 17, 1947, that on the night of May 10 
he had had pain twice lasting ten or fifteen minutes. He 
thinks he may have had too much to eat. Had much 
eructation of gas. Nitroglycerin gave relief. 


= 


Examination: Height 5 feet 8 inches, weight 158 
pounds, pulse 75 per minute, blood pressure 152 systolic 
and 82 diastolic. The peripheral vessels showed arterio- 
sclerosis 1+. A cholecystogram on March 29, 1947, 
showed the gall bladder filled and emptied normally, and 
concentrated well. On March 31, 1948, gastrointestinal 
barium motor studies showed the stomach filled and 
emptied well, no defects, duodenum partially posterior, 
normal, no tenderness. At six hours the meal was in the 
hepatic flexure. At twenty-four hours, during which a 
normal stool had occurred, there was no residue in the 
colon. Rectal examination of the prostate showed the 
prostate 1+, firm and regular. There were 15 c.c. of 
residual urine. Opinion was early prostatic hypertrophy 
The urine had a pH of 6.0, specific gravity of 1.020, no 
albumin, no sugar, no casts, no increase in leukocytes. 
The hemoglobin of the blood was 82 per cent, white 
blood count 8,200. The sedimentation rate of the red 
blood cells was 6 mm. in one hour. Wassermann reac- 
tion of the blood was negative. An electrocardiogram 
showed normal complexes with auricular and ventricu- 
lar premature beats. 


A diagnosis of coronary arteriosclerosis with angina 
pectoris syndrome was made. He was instructed to 
avoid activity which brought on pain and to use nitro- 
glycerin 1/100 gr. under the tongue if pain developed, 
and was given theobromine sodium acetate 714 grain 
enteric-coated tablets to be taken three times a day. 
Quinidine sulphate in 3 grain doses twice daily, given 
with morning and evening meal, controlled the extrasys- 
toles. He did not experience satisfactory improvement 
of the anginal episodes. Patient was apparently unable 
to learn the necessity for stopping short of effort caus- 
ing pain. His physical condition remained about as re- 
ported on March 22, 1947. 

On November 20, 1948, he was given Roniacol and in- 
structed to take one 100 mg. tablet before meals as a 
preventive of pain. On December 4, 1948, patient re- 
ported that on taking the drug on an empty stomach he 
has a feeling of flushing of the face, chest and ears last- 
ing about five minutes. If the drug is taken with food 
this does not occur. He was more carefully instructed 
to try both methods, i.e., taking before and after meals, 
and report which method relieved this pain. He reported 
on December 4, 1948, that the first week after beginning 
the drug he had no pain but did the things he formerly 
did and without pain. However, after breakfast.on one 
day after walking four or five blocks he had some dis- 
comfort but it was not pain as he had before. 

On December 24, 1948, after continuing the Roniacol 
in 100 mg. doses three times daily, he reported if. he 
takes it on an empty stomach he has about five minutes 
fecling of warmth of the face, forehead and ears. He 
feels that the incidence of pain is definitely lessened. 
The first week on Roniacol following November 20 was 
the best week he had had in four or five years. If,he 
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takes the remedy with the meals, he does not experience 
the warmth. On the morning of December 18 he took the 
remedy at 8:00 a.m., had breakfast. five minutes later, 
feeling of flush continued, drove downtown without a 
suggestion of pain. He reports the impression that there 
has been a distinct increase in range without pain. 


This man now sixty-three years of age continues his 
active business career. On frequent occasions he has 
mild anginal pain if he walks several blocks immedi- 
ately after a meal, as breakfast or lunch, but in general 
is able to walk many blocks without pain, and this rela- 
tive freedom has been accomplished in a much shorter 
time than has been the writer’s experience in other cases. 


Case 2—P. T. B., a single male, aged sixty-four, an 
executive of a wholesale pharmacy house, was admitted 
to the hospital November 29, 1948. His father had died 
at the age of fifty-four of arteriosclerosis. His mother 
had died of pulmonary tuberculosis in 1938 at the age 
of seventy-nine. ‘The patient lived in the same apart- 
ment. He used no alcohol nor tobacco. He had scarlet 
fever at the age of sixteen. In 1929 he had been told his 
blood pressure was 140/84, and first knowledge of its 
elevation was in February, 1943, when he was told it was 
180 systolic, 110 diastolic. 


He complained of precordial distress on walking two 
blocks, this the past few weeks and occurring after meals 
only. No dyspnea was noted. Distress ceases promptly 
on standing still. 

Examination: Height 5 feet 4 inches, weight 153 
pounds, temperature 98.6° F., blood pressure 154 systolic, 
100 diastolic, heart rate 90, regular. Carotid sinus pres- 
sure right causes disappearance of heart tones for space 
of three or four beats. Heart tones faint, normal, no 
murmurs. General physical examination negative. Re- 
flexes normal. Mantoux skin test positive. A six foot 
film of the chest shows heart well within normal limits 
as to size and contour. No parenchymatous lesions are 
present in the lungs. Films taken of the dorsal spine 
show no pathologic changes in spine. The urine is nor- 
mal, hemoglobin 14.6 grams, red blood count 4,300,000, 
white blood count 7,600, with a normal differential count. 
The sedimentation rate of the red blood cells is 7 mm. 
in one hour. Blood cholesterol 188 mg. per cent. Elec- 
trocardieogram on December 1, 1948, shows PR interval 
.20 seconds, all T waves small, deep Q,. Repeated April 
6, 1949, essentially unchanged. 

Diagnosis: Angina pectoris syndrome, probable coro- 
nary sclerosis. Instructed to avoid activity causing dis- 
tress. . 

Treatment: Aminophyllin, enteric-coated tablets, t.i.d., 
p.c.; weight reduction. 

December 23, 1948: Weight 14614 pounds, blood pres- 
sure 126 systolic, 82 diastolic. Reports that he can now 
walk three or four blocks without pain. Stooping over 
causes pain. 

January 25, 1949: Weight 146% pounds, blood pres- 
sure 135 systolic, 86 diastolic. Reports he can walk now 
five or six blocks without pain. 

April 6, 1949: Has continued aminophyllin, 3 grains, 
enteric, t.i.d., p.c., but recently precordial pain develops 
on walking two blocks or less. Has continued work at 
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desk every day. Blood pressure 102 systolic, 60 diastolic, 
heart rate 96 regular. Electrogram essentially unchanged 
from December, 1948. To take one 100 mg. tablet of 
Roniacol t.id. before meals. 

He was observed weekly through April and May but 
very little change was noted. May 20, Roniacol was 
increased to 150 mg. t.i.d. 

June 10, 1949: Reports that over-all picture is much 
improved. Can stoop over without causing pain. Feel- 
ing of oppression but no pain develops on walking three 
or four blocks but disappears in less than five minutes. 

June 24, 1949: “I am much better than I was six 
months ago, can stoop without pain. Today walked sev- 
en blocks at a moderate gait wthout pain or having to 
stop; can now do calisthenic exercises which I could not 
do previously because of precordial distress. 150 mg. 
Roniacol with early part of meal usually causes flush at 
end of meal, lasting an hour and a half or longer.” 


July 22, 1949: Reports continued improvement to tol- 
erance of exercise without pain. At 11:27 a.m. he was 
given 150 mg. Roniacol and the reaction observed. With- 
in seven miutes he reported a slight burning sensation 
around “face and ear drums.” Slight flush of face and 
chin was noted. In ten minutes a flush could be seen 
over the upper sternal region. In twenty minutes there 
was a burning sensation of the fingertips. In twenty-five 
minutes the flush had increased over the face, neck, chest 
to costal arch, shoulders to spines of scapulae, and over 
the hands. He complained of being slightly dizzy on 
getting off the examining table. During the period above, 
successive blood pressure readings of 132/85, 130/84, 
128/82, 130/84 were recorded and the pulse rate re- 
mained between 72 and 75 per minute. 


August 26, 1949: Weight 143 pounds. Directed to in- 
crease dosage to 200 mg. with meals and at hour of sleep, 
i.e., 800 mg. daily during period of anticipated vacation. 

October 14, 1949: Can regularly walk four or five 
blocks even after meals without pain; often several more 
at a fair gait. Insists there is great improvement over 
condition and range of activity before beginning present 
régime. 


Case 3.—H. E. G., a man, aged sixty-two, an industrial 
engineer, was admitted to the hospital July 1, 1944. 

Present complaint: For the past two or three weeks 
he has wakened occasionally at 2:00 or 3:00 a.m. with 
a feeling of distress under the sternum. He is not aware 
that he had been dreaming. He notes also some dyspnea 
on any unusual exertion such as climbing a hill at golf. 


Examination: Height 5 feet 6% -inches, weight 181 
pounds, blood pressure 142 systolic, 88 diastolic, heart 
rate 72 regular, pulse of normal amplitude and charac- 
ter. A systolic murmur, 3+ loud and rough, was heard 
loudest over the aortic area and also to the right of the 
manubrium sterni and in both carotids, loudest in the 
left. The murmur could be traced downward to the left 
over the precordia and apex, fairly loud and rough, and 
was transmitted to the anterior axillary line. A six foot 
film of chest showed moderate ectasia and tortuosity of 
the aorta and a prominent aortic knob. The cardiac sil- 
houette was suggestive of moderate left ventricular en- 
largement with a total cardiac diameter of 15.2 cm. in 
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a chest diameter of 30.7 cm. There was no evidence of 
calcium deposit in the region of the aortic valve on fluo- 
roscopic examination. Cholecystograms showed a fa:r 
concentration of the dye, normal limits in size and shape 
and position and good emptying after a fatty meal. 
There were distinctive shadows of at least four calculi 
measuring from 12 to 15 mm. in diameter. Barium gas- 
trointestinal study showed no abnormalities throughout 
the tract, studied with special attention to esophagus 
and cardia. A gastric expression, free hydrochloric acid 
was 10, total 34 units. Blood showed hemoglobin 18.2 
grams, erythyrocytes 5,500,000, white blood count 7,000 
in normal percentages. Urine had a specific gravity of 
1.022, trace albumin, 1 to 3 red blood cells per high 
power fields, no casts. Ophthalmoscopic examination re- 
vealed no vascular or other abnormalities. The blood 
Wassermann was negative. ‘The prostate was normal. 
Electrocardiogram showed moderate left axis deviation. 
Blood cholesterol was 359 mgs. per cent. 

Diagnosis: Cholelithiasis, aortic sclerosis. 

With dietary regimen and bile salt administration, dis- 
tress ceased and conditions remained stationary until 
the fall of 1948. 

On September 20, 1948, he reported mild precordial 
pain or “distress” if he walks a block within an hour 
after a meal. Then if he stops and can belch gas, he is 
relieved. Later he can walk without the distress which 
he describes as a sense of pressure behind the sternum. 
The previous night he had a bout of severe epigastric 
pain lasting one-half hour, relieved by “bisodol followed 
by eructation of large quantities of gas” and this morn- 
ing he has considerable discomfort in the epigastrium. 
Physical signs over the heart were essentially unchanged 
from 1944; weight 183 pounds, blood pressure 136 sys- 
tolic, 80 diastolic, heart rate 66 regular. Electrocardio- 
graphic tracings as compared with tracings taken in 
1944 showed flat T, and inverted T3 and T4 (chest 
electrode at apex). 

A diagnosis of coronary sclerosis and angina pectoris 
syndrome is added. At his request, alphatocopherol 50 
mg. t.i.d. was tried for a month without effect. 

October 21, 1948: Conditions unchanged and again at 
his request daily dosage alphatocopherol was doubled to 
300 mg. Reviewed by Dr. George B. Eusterman and Dr. 
H. L. Smith at the Mayo Clinic, the diagnoses given 
above were confirmed. They found the plasma choles- 
terol values 217 and 230 mg. per cent. 

January 7, 1949: Alphatocopherol discontinued. Roni- 
acol, a 100 mg. tablet t.i.d., was begun. 

January 14, 1949: Reports the usual reaction if drug 
is taken on an empty stomach, i.e., flushing of face and 
head with sensation of warmth which comes on in ten 
to fifteen minutes and lasts twenty to thirty minutes. 
Has no pain or pressure sensation but has been more 
careful to avoid exercise causing pain. Directed to take 
400 mg. daily. : 

March 14, 1949: After return from motor trip to 
West Coast. Flushing of face and sense of warmth 
after dosage as before. Has seldom had sense of pres- 
sure or pain on effort. His range is very definitely in- 
creased and the lessening and frequent absence of pain is 
especially noted. 
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June 7, 1949: Weight 176 pounds, blood pressure 155 
systolic, 90 diastolic. Heart rate 48 regular. Has pain 
only if he walks after meals a full block rapidly. Can 
play golf without pain and dyspnea if he does not eat 
beforehand. 

October 6, 1949: Weight 176 pounds. Blood pressure 
148/82, heart rate 54 regular. Systolic murmur over 
aortic area, Over precordium and at apex, transmitted 
to axilla as previously reported. Has had his usual dose 
of Roniacol with breakfast at 7:45, and was able to 
walk without pain or dyspnea. He was given a test dose 
of 100 mg. at 11:45 for observation. The usual paresthe- 
sia began in face, ears, scalp and neck in about seven 
minutes, and in ten minutes redness was visible and 
promptly became marked. Blood pressure 146/80, heart 
rate 48 regular. In eighteen to twenty minutes redness 
began over both hands and rapidly spread to forearms— 
no paresthesia here. Paresthesia lasted one-half hour, 
redness about forty minutes. 


Directed to increase dose of Roniacol to 150 and 200 
mg. q.i.d.—although he reports he can play golf without 
pain and has pain only when he walks rapidly after 
breakfast. 

November 11, 1949: Marked improvement in range of 
activity without subsequent pain is noted. Can still bring 
on pain by walking rapidly immediately after a meal, but 
has learned to avoid this. Has played his usual game of 
golf without discomfort. Much better than before Roni- 
acol was begun. 


Case 4—L. G. S., an automobile mechanic, aged 
forty-nine, was admitted to the hospital December 23, 
1947. 

Past history: 
surgical drainage, frequent mild head colds. Kidney 
stone passed in 1943. Appendectomy in 1904. Cig- 
arettes, one-half package daily; no-alcohol. Past three 
months severe retrosternal pain with sensation of pres- 
sure or squeezing of chest on effort, often while work- 
ing as auto-mechanic and occasionally at night, waking 
him from sleep. Pain goes into both arms, may last 
five to ten minutes if he ceases effort or takes nitro- 
glycerin tablet under tongue, but the remedy causes 
headache. On one occasion two months ago the pain 
lasted a half day. In November on deer hunting he 
was without discomfort while walking through the 
woods but had a severe attack of retrosternal pain on 
arrival in camp. A severe attack is almost unbearable 
and feels as if his chest would burst. Has had occa- 
sional mild attack while sitting in a chair. Much wor- 
ried over job and prospect of eviction from apartment. 

Examination: 5 feet 4 inches, weight 156 pounds, blood 
pressure 110 systolic, 78 diastolic, traumatic cataract 
right, ocular reflexes on left normal, knee jerks nor- 
mal, station normal. Pyorrhea present. Moderately 
large tonsils with low grade chronic infection. Scars 
of left thoracotomy and appendectomy. Apprehensive 
and worried. re 

Hemoglobin 15.5 grams, white blood count 8,100 in 
normal percentages, sedimentation rate of red blood 
cells 6 mm. in one hour. Urine specific gravity 1,020; 
no abnormalities. Electrocardiogram, normal rate and 


“Pleuropneumonia” at age of two, left, 


Fesruary, 1950 


rhythm, auricular and ventricular complexes normal 
except for deep Q3 (6 mm.). A six foot x-ray film of 
the chest shows no pulmonary or mediastinal (heart 
and great vessels) abnormality. Mantoux skin test 
1:1000 negative, cholecystogram negative, barium gastro- 
intestinal study with especial attention to cardia revealed 
no abnormalities. X-ray films gave evidence of hyper- 
trophic arthritis involving the fifth and sixth cervical 
vertebrae with spina bifida occulta of the seventh cervical 
and first dorsal spines. 

Diagnosis: Coronary sclerosis, angina pectoris syn- 
drome, pyorrhea alveolaris, arthritis of cervical spine, 
spina bifida occulta seventh cervical and first dorsal 
vertebrae. 

He was cautioned against activities producing pain, 
and given aminophyllin, 3 grains in enteric-coated tab- 
lets q.i.d. with glyceryl trinitrite p.r.n. He continued 
his work and experienced little or no change in the 
amount of exercise possible without pain. An intercur- 
rent incident of pain in the right shoulder and arm led 
to a spinal fluid study February 14, 1948. This showed 
normal values in cell count, protein, sugar, and colloidal 
gold curve and negative Wassermann. In March, 1948, 
he was much concerned about living quarters. On 
March 15 toward morning he was awakened by severe 
retrosternal pain. He took nitroglycerin eight times 
within two or three hours, each time with brief relief 
and then a recurrence of pain. Next day he got an 
extension of occupancy of living quarters and then 
fainted in court. He was studied for ten days after this; 
no fever or leuckocytosis and no change in electro- 
cardiograms could be demonstrated. Course continued 
as before until March 24, 1949, when he wakened at 
5:00 a.m. with a severe paroxysmal retrosternal pain 
which persisted. He was hospitalized until April 30, 
1949, the diagnosis by Dr. Olga S. Hansen being 
acute coronary occlusion with myocardial infarction. 
The electrocardiograms from March 27 through April 
showed acutely progressive changes of posterior type 
infarction. Following discharge from the hospital he 
began to experience pain on effort as before. 

He began Roniacol May 14, 1949. He was observed 
by the writer after administration of 100 mg. at 4:15 
p.m. He reported a sensation of prickling and warmth 
of face and ears beginning in nine minutes, and this was 
promptly followed by a visible flush which with the 
sensation spread over face, scalp, ears, neck, upper 
chest and to arms and hands within fifteen minutes 
after the drug was taken. During this period and up 
to forty-five minutes after administration the blood 
pressure remained within a range of 120/80 to 124/82 
and the pulse rate from 68 to 72. 

June 21, 1949: Electrocardiogram showed return to- 
ward normal type, but Q3 persisted. 

Continuing a total of 400 mg. Roniacol daily, he went 
to work July 9, 1949, five days a week. Has had mild 
precordial pain about five times a day. 

July 23, 1949: The dosage was increased to 150 mg. 
q.i.d. a total of 600 mg. daily. Since this increase he 
has had little or no pain, working forty hours a week 
with the exception of August 2, 1949, when he had 
a brief paroxysm on being served with eviction notice. 
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He has had to learn to work at a moderate pace and 
develop as much serenity and equanimity as possible. He 
can bring on slight brief distress if he works hard and 
fast or hammers hard and vigorously over many min- 
utes, but to him his relief is remarkable. 

August 6, 1949: Blood pressure 138/85, heart rate 
70 regular. He is taking 600 mg. Roniacol in four doses 
and working every day with no pain. 

August 20, 1949: Blood pressure 142/64, heart rate 
75 regular, weight 165 pounds. Has been working reg- 
ularly since July 11, with no pain except rarely if he 
works very fast and hard. He can climb stairs and walk 
indefinitely at moderate pace without pain. 

October 10, 1949: He has continued 600 mg. 
Roniacol daily and remains at work with only very 
rare paroxyms of pain on distinct overdoing. Both he 
and his wife feel that his relief has been remarkable. 

November 14, 1949: Has been without Roniacol since 
November 6; worked all week but repeatedly had pain, 
whereas since early August has been relatively free, 
developing pain only on severe exertion, working fast, 
et cetera. Both patient and wife report extreme dif- 
ference with relapse to former frequency of pain when 
deprived of the drug. 

November 19, 1949: Frequency and severity of angi- 
nal pain reduced greatly after resuming November 14, 
1949, with 600 mg. of the drug daily. He has worked 
several days without pain. 


Case 5—J. F. M., a widow, aged seventy, was first 
seen March 12, 1947. 

In 1943, while in California she suffered a severe at- 
tack called “flu.” Since then she has had severe pre- 
cordial pain on walking, especially against a wind. The 
pain extends into the left shoulder, arm, and fore- 
arm but is relieved by standing still. For the past two 
or three weeks. her ankles have swelled and she has 
been dyspneic on exertion. 


Examination: Positive Mantoux skin test 1:1000. 
Chest x-ray showed old apparently healed lesions at the 
right apex with scattered calcification in the area. The 
heart is slightly above normal in size with left ven- 
tricular enlargement and a slight calcification in the 
arch of the aorta. Sputum and fasting stomach con- 
tents did not reveal acid-fast organisms. Height 5 
feet 3 inches, weight 114 pounds, heart rate 96 regular. 
Peripheral arteriosclerosis 1-++. Moist rales in both 
lung bases on inspiration; post-tussal rales at the right 
apex. Moderate pitting on pressure of both ankles and 
feet. Hemoglobin 80 per cent (13.8 grams), white blood 
count 8,700. Sedimentation rate 12 mm. in one hour. 
Basal metabolic rate plus 8 per cent. Electrocradiogram 
showed a rate of 110, QRS .12 seconds, T,—1mm., T,— 
2mm., T,—Imm. 

Diagnosis:- Arteriosclerosis, corornary _ sclerosis, 
healed pulmonary tuberculosis of the right apex, angina 
pectoris syndrome. 

An acute respiratory infection in July subsided prompt- 
ly. Blood pressure readings varied from 126 systolic, 
82 diastolic on November 14, 1947, to 134 systolic, 84 
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diastolic on March 10, 1948. Treatment had been pri: - 
cipally instruction in avoidance of effort producing pain 
with use of theobromine sodium acetate and 1/100 grain 
tablets nitroglycerin p.r.n. There had been no marked 
reduction of pain attacks on effort, which had occurred 
three or four or more times a day. 


Seen December 21, 1948: On evening of December 
18, 1948, she experienced an acute precordial pain after 
a hot bath and while in bed awake, reflected into the 
left arm. Dyspnea lasted one hour, after which she 
fell asleep and during sleep daughter noted periodic 
breathing (Cheyne-Stokes). 

Examination: Weight 110 pounds, blood pressure 144 
systolic, 88 diastolic, heart rate 90, no murmurs, moist 
rales in both lung bases. Spleen and liver normal in 
size. No edema of the legs present. Precordial pain 
present on walking, reflects into left arm, subsides on 
standing still. 

December 25, 1948: Electrocardiogram compared with 
March 14, 1947, shows T,,., less negative. T, less 
exaggerated and delayed intraventricular conduction. 


December 21, 1948: Began use of Roniacol, 100 
mg. t.i.d. Record of observations by patient and daugh- 
ter for twenty-five days: following administration 
showed uniform reaction beginning in five to ten min- 
utes, lasting twenty minutes to one-half hour with 
marked reddening of face, neck, upper chest, arms, 
hands, and fingers with this a feeling of warmth in 
During this period bouts of pain defi- 
nitely lessened in frequency. Nitroglycerin used under 


tongue on the average once a day. 


April 11, 1949: Continuing use of Roniacol. Reports 
that she has definitely less pain than three months ago, 
but is more active and uses nitroglycerin under tongue 
four or five times a day as a rule. Warned again 
against activity producing pain. Instructed to take 100 
mg. tablet Roniacol with meals instead of before. 

June 10, 1949: Taking drug with meals, she does not 
get the flushed skin and warm feeling. Is much im- 
proved. Can walk several blocks without pain. Blood 
pressure 134/72, heart rate 78 regular. Has not re- 
quired nitroglycerin since April. 

July 19, 1949: An intercurrent acute bronchitis and 
coarse rales are present over both halves of chest. She 
can walk many blocks without pain. Continues 300 mg. 
Roniacol daily. Blood pressure 135/75, heart rate 90 
regular. She walks about her own house in comfort 
and without pain and can even walk many blocks at 
moderate gait without pain. The patient and daughter 
report marked improvement in strength, feeling of well- 
being and endurance as well as tolerance of exercise, 
most marked beginning in April, 1949. With periods of 
colder weather there is so far no increase in painful 
incidents. 

October 22, 1949: Has continued Roniacol 300 mg. 
daily. Weight 107% pounds, blood pressure 138/88, 
heart rate 78 regular. Physical signs as before. She 
reports she is much improved. She can walk about 
without pain, but does experience pain usually mild 
and of short duration if there is excitement. Her 
general appearance is improved. 
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Case 6—T. R., a man, aged fifty-seven, was first seen 
August 7, 1934. He began to have precordial pain on 
effort in May, 1933. At times it was so severe and 
constricting he had to walk “bent over.” No dyspnea 
was noted. He reported that his pulse was slow, 60 
per minute when recumbent, but would become rapid 
on arising. He notes that for the past two weeks pain 
on effort is increasing in frequency, and yesterday was 
brought on by excitement. For the past ten years there 
has been a weight reduction from 190 to the present 
170 pounds. 

Examination: Height 6 feet, good nutrition, with 
slight atrophy of skin from weight reduction. Blood 
pressure 138/85, heart rate 78 recumbent. Heart tones 
clear; no murmurs. Moderate slowing of heart on right 
carotid sinus pressure; none on left. Moderate respira- 
tory arrhythmia. Peripheral arteries palpable and show 
slight tortuosity. General physical examination nega- 
tive. Ophthalmoscopic examination showed vessels con- 
sistent with age Prostate 2+ enlarged, soft, not tender, 
non-obstructive. Expressed fluid shows 3 to 5 leuko- 
cytes and 1 to 3 degenerate cells per high power dry 
field. Heart contour and size showed no abnormality 
on a 6-foot x-ray film or orthodiagram. Urine negative 
with specific gravity 1.028. Hemoglobin of blood 86 per 
cent. Electrocardiogram showed low T, with moderate 
respiratory arrhythmia. 

Diagnosis: Coronary sclerosis with angina pectoris 
syndrome. Arteriosclerosis 1 plus. Hypertrophy of 
prostate. 

Therapy: Instruction in limiting activity to avoid 
production of pain. Theocin. 

Little change occurred throughout the fall and win- 
ter, but on March 12, 1935, it is noted: “Has followed 
instructions regarding limitation of activity in general. 
When he starts out to walk may have slight pain and 
feeling of constriction but if he walks slowly this sub- 
sides and he can walk slowly, as he wishes.” Weight 
178 pounds, blood pressure 142/86, heart rate 84 reg- 
ular. Again conditions quite stabilized with occasional 
pain on unusual effort or excitement. 

An electrocardiogram June 5, 1939, showed rate of 
100, low amplitude of QRS 1, 2, and 3 with R, absent 
and T, exaggerated. 

In July, 1940, symptoms suggestive of prostatic ob- 
struction developed. 

Electrocardiogram July 30, 1940, showed voltage of 
QRS 1, 2, and 3 increased over June 5, 1939. 

August 11, 1940: Intravenous urograms showed mod- 
erate pyelectasia and ureterectasia, right, with deformity 
at base of bladder suggestive of enlarged prostate. 
Also chronic hypertrophic changes in lumbar vertebrae 
and right sacroiliac joint. 

August 20, 1940: Transurethral prostate resection by 
Dr. Gilbert J. Thomas with uneventful recovery except 
for mild left epidymitis which subsided. 

In the winter of 1940-41 he was in California and 
had more frequent anginal pain possibly because of neces- 
sary hill climbing, but on return home late in Febru- 
ary there were less frequent pain episodes with restrict- 
ed activity. On resuming theocalcin he thought his 
range somewhat increased. 


Fesruary, 1950 


In April, 1943, ventricular extrasystoles developed 
and from that time on until 1948 were quite well con- 
trolled by quinidine sulfate, 3-grain capsules given twice 
daily with morning and evening meals. Theocin, amin- 
ophyllin and theobromine sodium acetate were given 
at various times in doses to limit of tolerance by mouth 
with variable effect, sometimes seeming to increase tol- 
erance to exercise, again with indifferent results. It is 
noted that tortuosity and thickening of peripheral ves- 
sels has increased to 2+. 

November 7, 1946: He reported that on or about 
October 10, he had an episode of the usual type of 
precordial pain lasting about six hours which recurred 
for a shorter period two days later, but he did not call 
a physician. Since then pain has recurred more readily 
and earlier on walking. Examination showed blood 
pressure 150/80, heart rate 80, regular, no fever, no 
hyperleukocytosis, no increased sedimentation rate of 
red blood cells and no essential changes in electrocardio- 
gram, 

May 17, 1949: He reported after several months’ ab- 
sence. The usual type of precordial pain develops on 
walking three blocks at a moderate gait. Blood pres- 
sure 168/80, heart rate 80 and regular, falls after ten 
minutes of rest in a recumbent positon to 154/74, heart 
rate 74. X-ray revealed no changes in heart size or 
contour since first seen. Hemoglobin 15.5 grams. 

May 28, 1949: 100 mg. Roniacol given by mouth three 
hours after breakfast and observations noted. The re- 
actions were similar to those reported in other cases. 

He has been on Roniaco] 100 mg. with meals and at 
bedtime, the past 10 days, and this dosage has been 
continued through the period of this report. 

July 1, 1949: Blood pressure 128/75, heart rate 96. 
He reports more relief from pain and greater range of 
activity without pain than he has experienced with any 
other medication since 1934. 

July 23, 1949: Beginning about three weeks ago he 
took an hour’s sun bath daily for six days; none since. 
During this period he began to notice pain after walking 
a block or two, the pain going down left arm to the 
elbow, for the first time in his experience. He ascribed 
it to sleeping poorly. He quit the sun baths, and the 
pain attacks “lifted,” i.e., he could again walk several 
blocks without pain. 

August 9, 1949: Much improved. Sometimes he 
can walk at a moderate gait half a day without pain. 
He notes that the drug is followed shortly by redness 
and sense of burning and tingling with flush of face, 
neck, and upper part of torso. 

October 1, 1949: Weight 187 pounds, blood pressure 
156/85, heart rate 76 regular. If he eats an unusually 
heavy breakfast he may have precordial pain on walking 
three or four blocks, but if not he can walk three or 
four miles without pain. After such a long walk he may 
have palpitation, with a definite sense of irregularity 
from premature beats. This may last a few minutes 
only but on rare occasions three or four hours, or if 
he walked a good deal on a certain day, he may have 
the same experience on lying down at night to sleep. 

November 23, 1949: Physical condition unchanged. 
His report: “I am able to walk farther and at a quicker 
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pace without pain than has been my experience since 
1934. I walk miles and go many days without pain. 
I do not tire so readily and my head is clearer.” 


Case 7—L. L. S., a man, aged seventy-four, was ad- 
mitted to the hospital November 24, 1948. 


After heavy work at the age of twenty, he began 
to have pain in the lumbar and sacro-iliac regions and in 
1932 his left hip became painful and lame. 


In 1935 he had a transurethral resection under spinal 
anesthesia, involving the median lobe of the prostate. 
At that time x-ray films showed moderate calcification 
in margins of intervertebral cartilages, most marked 
between the first and second vertebral bodies, and the 
left hip showed slight flattening of head of femur 
described as “malum coxae senilis, a traumatic form 
of hip arthritis.” Also senile cataracts were noted, most 
advanced in right eye. The tonsils were reported ad- 
herent and infected. Blood pressure was reported 140 
systolic, 100 diastolic. 

Present condition: Beginning in 1946, he experienced 
precordial pain on severe exertion, such as mowing the 
lawn, and beginning about mid-September, 1948, a re- 
trosternal pain has occurred much more readily on 
exercise, especially after a meal. If he sits down, pain 


disappears after fifteen to twenty minutes, but if he 
continues, pain increases, spreads into both shoulders and 
The arms feel weak for 
Digestion good, 


arms, and into right mandible. 
half an hour after the pain ceases. 
nocturia once. 


Height 5 feet 10 inches, weight 177 pounds (was 212 
pounds twelve years ago and 185 pounds a month ago). 
Blood pressure 162 systolic, 92 diastolic. Moderate 
atrophy of skin, limitation of about one-third in flexion 
of left hip, adherent infected tonsils, cataracts most 
marked in right, peripheral arteriosclerosis 2+ (on a 
scale of 4). Chest and abdomen revealed no abnor- 
malities. _ Ophthalmoscopic examination: Left eye 
showed generalized constriction of arteries with increase 
of light reflex and marked compression of veins at the 
arteriovenous crossings. A small superficial hemorrhage 
was found to the temporal side of the disc between it 
and the macula. The right eye showed hypertrophic 
capsular tissue. A six-foot x-ray film of the chest 
showed the heart diameter 13.1 cm. with a cardio- 
thoracic index of 41 per cent, the heart contour sugges- 
tive of left ventricular hypertrophy. The aortic arch 
showed calcification in the wall. 

Urinalysis normal. The hemoglobin was 17.0 grams, 
white blood count 9,500 in normal percentages. The 
sedimentation rate of the red blood cells was 2 mm. 
in one hour. The electrocardiogram showed left axis 
deviation with flat T,, and deeply negative T, 
sistent with fairly recent myocardial damage. 

Diagnosis: Coronary sclerosis, angina pectoris 
drome, Hypertrophic arthritis of the spine. 

Roniacol 100 mg. tablets, was begun November 26, 
1948. Taking them before a meal, in about five minutes 
he experienced the typical flushing and feeling of warmth 
lasting fifteen to twenty minutes. 

His physician writes under date of January 18, 1949: 
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“Mr. S. came in for a checkup this morning and I ara 
happy to report that he has been much better since 
using Roniacol. On Wednesday of last week he made 
several trips to town, exerting more than usual, and 
had a recurrence of his pain. He frankly admits he 
probably did too much. He is feeling better again and 
is much encouraged.” Shortly after this report the 
patient discontinued Roniacol, reporting recurrence of 
anginal attacks and failure to get relief:from the drug. 
It has not been learned whether he has had an extension 
of his underlying coronary sclerosis. 


Case 8—A. H. C., a man, aged sixty-eight, had been 
a moderate smoker, and a moderate to heavy user of 
alcohol up to 1926, but none since. A waiter by trade, 
he had not worked since 1946. 

Examination: Height 6 feet, weight 147 pounds (20 
pound weight loss in two years), blood pressure 170 
systolic, 100 diastolic, pulse 100 per minute regular. 

Diagnosis: Arteriosclerosis with aortic and coronary 
sclerosis, cardiovascular disease with hypertension and 
the angina pectoris syndrome, benign prostatic hyper- 
trophy, pulmonary emphysema. 

Roniacol was begun in December, 1948, 100 mg. q.i.d. 
On December 20, 1948, the dosage was decreased to 50 
mg. t.i.d. with emotional discomfort. On February 22, 
1949, Roniacol was discontinued because of continued 
abdominal discomfort with increasing cardiac discomfort. 


Case 9.—O. F. N., a man, aged fifty-three, a violinist, 
was admitted to the hospital October 23, 1945. Patient 
had received an honorable discharge from the U. S. 
Navy in 1919 because of nervous disability, service con- 
nected, and coronary trouble, non-service connected. In 
1939 while portaging a canoe, he had had a severe 
precordial pain lasting three days in all. A diagnosis 
of coronary thrombosis was made, and he was kept 
inactive for three months. He resumed teaching the 
violin until 1942, when he had a severe precordial pain 
while draw-shaving logs. Again he was compelled to 
rest. Some months later he began to have retrosternal 
pain extending into the left elbow on walking a block 
or more; he would stop, and the pain would promptly 
subside; he would walk again and have to stop. With- 
in a year, i.e., some time in 1943, he began to have the 
pain sometimes for thirty to sixty minutes after a meal, 
on listening to the radio broadcast of a football game, 
or hearing a fire engine siren. 

Examination: Height 5 feet 614 inches, weight 181 
pounds, blood pressure 210 systolic, 142 diastolic. Periph- 
eral arteriosclerosis 1+ (on a scale of 4). Aortic 
second tone accentuated, no murmurs heard, no visible _ 
or palpable increase in precordial pulsation. Digital 
rectal examination of prostate with expression of secre- 
tion revealed 25 to 30 pus cells with clumps per high 
power dry lens microscopic field. Prostate was mas- 
saged at five to seven day intervals by Dr. H. A. Reif, 
and at the end of two months cell content had reduced to 
approximately 5 to 8 A _ gall-bladder dye test and 
barium gastrointestinal study by x-ray with especial at- 
tention to the lower esophagus and cardia revealed no 
abnormalities. A six foot x-ray film of chest revealed 
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a 40 per cent cardio-thoracic index with normal con- 
tours of heart and mediastinum. Urine negative, hemo- 
globin 18 grams, red blood count 5,500,000, white blood 
count 6,200 in normal percentages, sedimentation rate 
of the red blood cells 3 mm. in one hour. Electrocar- 
diogram showed normal complexes. 

Diagnosis: Arterial hypertension, angina pectoris syn- 
drome, overweight. 

A reducing diet was ordered and instruction in avoid- 
ance of effort causing pain was given. He was seen on 
rare occasions, eight in all, until April 17, 1947, on 
which date his weight was 165 pounds, and a blood 
pressure reading was 146 systolic, 100 diastolic. Dur- 
ing this eighteen-month interval the weight reduction 
had been gradual, but the 30 pound weight reduction 
recommended had been attained only in part. Blood 
pressure readings varied between 170/95 and 154/100 
between December 3, 1945, and March 27, 1947. During 
this period for approximately the first six months there 
seemed to be little change in the amount of effort 
producing pain, but he followed instructions quite care- 
fully and the painful episodes were much less frequent. 
On rare occasions the pain would occur at night as it 
had before. Nitroglycerin 1/100 grain seemed to give 
relief. 

He was not seen again until April 12, 1949. There 
was increasing frequency of pain episodes, less care in 
avoiding causative effort, and pain was occurring more 
frequently at night. Weight had increased to 171 
pounds, and blood pressure was 172 systolic, 104 dia- 
stolic, heart rate 84. No essential changes in physical 
examination or electrocardiogram. He was given Ron- 
iacol in 100 mg. tablets to be taken t.i.d. and instructed 
again in avoidance of effort causing pain. 

April 26, 1949: Blood pressure 210 systolic, 115 
diastolic, heart rate 84. Reports same type of reaction 
after the drug as noted in other patients. A full 100 
mg. dose gave so violent and disagreeable a reaction 
that half tablets (50 mg.) were taken regularly after 
April 26. Mild reactions occurred in similar fashion 
if the dose was taken on an empty stomach and no re- 
action sensed if taken with food. However, he was able 
to accomplish distinctly more work without pain than 
formerly. On two occasions he reported bouts of pain 
about 11:00 p.m. about four hours after taking the drug 
with a meal and then exercising quite severely. 

November 10, 1949: Continues to excite pain on ef- 
fort with the excuse that there is no one else to per- 
form the services required. He experiences no relief 
from Roniacol but feels that he does get some relief 
from quick vasodilators such as nitroglycerine which he 
takes three, four, and five a day. Roniacol discontinued. 


Case 10.—W. J. N., a man, aged forty-eight, was first 
admitted to the hospital September 27, 1948. 
He reports that he froze his hands and feet in 1935 


at a temperature of -32° F. but suffered no destructive 
lesions. 


In April, 1948, he thinks he had a sliver or bruise at 
the tip of the middle finger of the right hand. A sinus 
was found extending to the bone about the second 
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week in August. Since then there has been marked pain, 
worse when the hand is held up. The pain is relieved 
somewhat by holding it at knee level with the body 
bent forward and the right hand slightly squeezed and 
massaged by the left hand. This sinus does not heal. 
About the middle of August, 1948, began to have a 
brownish spot at the tip of the middle finger of the 
left hand. Thinks he may have had a slight bruise there. 
It was painful to touch at the tip where a small crust 
had developed. 


Examination: Height 5 feet 8% inches, weight 164 
pounds, pulse 76 per minute and regular, blood pressure 
135 systolic and 80 diastolic. There was a large area 
of urticaria over the epigastrium and legs. There were 
numerous lipomata of the forearms, torso and thighs. 
The mouth is furnished with an upper plate and lower 
partial. The tonsils are cryptic and buried. The periph- 
eral vessels show a 1+ arteriosclerosis. There is 
evidence of a discharging granulating area at the tip of 
the right middle finger. The hands are red and the 
nails cyanotic. There is a small crust at the tip of the 
left middle finger; tips of all other fingers are red and 
tender. There is an area of redness and slight edema 
of the dorsum of the right foot and over the outer 
malleolus. He can walk without developing cyanosis 
in the feet, and on elevation the skin becomes waxy 
white and is slow to regain its color. X-ray film of the 
chest shows the heart normai in size and ‘position. The 
lung fields are clear. X-ray of the right leg shows no 
evidence of calcification in the vessels. 


The hemoglobin is 18.0 grams, red blood count 5,- 
100,000, leukocytes 10,500, with 56 per cent polymorpho- 
nuclear cells, 41 per cent lymphocytes, and 1 per cent 
monocytes. The urine is normal. The electrocardio- 
graphic tracing shows normal complexes. 

Diagnosis: Peripheral vascular disease, remote result 
of congelation. 


On September 24 the patient was placed on Roniacol in 
50 mg. doses q.i.d. He was instructed to take it in 
two ways: (1) about twenty minutes before a meal 
and on retiring, (2) with meals and on retiring, and 
to report if any difference is experienced. He notes 
that when taken on an empty stomach he would have a 
distinct sense of warmth around the face, ears, and 
upper chest and also in both hands, and this positive 
sense of warmth together with increased redness of hands 
would persist for one-half hour or more after each 
dose. This phenomenon did not develop when the drug 
was taken with the meal. By November 1 it was noted 
that the hands were healing somewhat, and the distinct 
impression was gained that the preparation had been 
effective as a vasodilator in the extremities. 


In the meantime, on October 4, a cervical sympathetic 
block on the left side with 1 per cent novocaine had been 
done by Dr. Wallace I. Nelson. The regions of the 
upper, medial, and lower left sympathetic ganglia were 
each infiltrated with 10 c.c. of a 1 per cent novocaine 
solution. After this had been done the patient stated 
that the left hand did not feel any warmer than the 
right but “it felt like it felt years ago.” It felt nor- 
mal while the right hand had a “tingly” feeling. After 
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this procedure, the lateral cord of the plexus was in- 
jected and this produced an immediate sensation of 
warmth in the left extremity. This tends to show that 
it is a nerve supply to the vascular system of the ex- 
tremity that is involved. 

On the basis of this information a right-sided high 
thoracic sympathectomy of the pre-ganglionic type un- 
der sodium pentothal anesthesia was done by Dr. H. 
F. Buchstein assisted by Dr. Wallace I. Nelson. The 
procedure was accomplished without difficulty, and the 
patient was returned to his room in good condition. 
The pleura was not opened. 

The Roniacol was continued after the operation, and 
healing of the left middle finger continued but was 
slow, and on November 17, 1948, a high thoracic 
sympathectomy, pre-ganglionic type, was done on the 
left side. The same procedure was carried out on the 
left side as was done on the right. On December 1, 
1948, it was noted that the wounds of the fingers were 
well healed and the fingers warm. 


Case 11.—E. M. G., a man, aged thirty-seven, a pa- 
tient of Dr. G. G. Bowers, was first admitted to the 
hospital April 5, 1949. 

The patient had had poliomyelitis at age three, but 
sustained no residual paralysis. He was an office execu- 
tive, a social drinker, smoked one package of cigarettes 
a day and drank six to ten cups of coffee daily. 

He began having pain in the left great toe early in 
November, 1948, which would persist a day, then be 
gone three or four days. He had been hospitalized in 
After discharge from the 


March, 1949, for three days. 
hospital all his toes turned “black and blue,” and he 
had severe pain in the toes and muscles of the lower leg. 
Under the nail of the left great toe the pain was very 


severe and throbbing. The left now developed a pain 
on walking one and one-half blocks and exhibits red pain- 
ful areas in the lower half of the leg. 

Examination: Height 5 feet 4 inches, weight 163 
pounds, temperature 98, heart rate 80, blood pressure 140 
systolic, 88 diastolic. Reflexes normal. On walking 
there is a marked cyanosis of the left foot and great 
toe. Moderate cyanosis of the right foot is relieved by 
elevation. The feet feel cool to touch. The posterior 
tibial and dorsalis pedis pulsations are not evident on 
the left, and the popliteal pulsation is weak. Good 
pulses are present on the right. A six foot film of the 
chest shows a cardio-thoracic index of 50 per cent. 
X-ray films of the legs show no evidence of calcification 
in the vessels. Dental x-ray survey for vitality shows 
all negative. Kline exclusion test for syphilis is nega- 
tive. Urinalysis negative, hemoglobin 15 grams, red 
blood count 4,270,000, white blood count 15,000 with a 
normal differential count, sedimentation rate 6 mm. 
in one hour, blood uric acid 4.75 mg. per cent (April 11) 
and 4.0 mg. per cent (April 9). 

Diagnosis: Thrombo-angiitis obliterans (Buerger’s 
Disease). 

April 9, 1949: Began Roniacol 100 mg. t.i.d. 

April 18, 1949: On taking drug has had flushing in 
face and forearms beginning in five to ten minutes— 
this lying down but not if up and about. Pain is now 
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limited to the throbbing pain under his left great toe- 
nail. Posterior tibial and dorsalis pedis artery pulsa- 
tion on the left is now felt whereas it was formerly 
absent, but the pulsation is weaker than on the right. 
The left foot is cool to the ankle. Today he walked 
thirty blocks without leg pain. 

Dosage of Roniacol increased to 150 mg. q.i.d. (600 
mg.) daily. 

After two days of increased dosage all the pain had 
disappeared from the left leg and foot, and he reported 
that now after taking the drug “I would really get 
red” with a more marked burning and prickling sen- 
sation in the top of his head, in the face and forearms. 
He has experienced no sweating at any time. 

Following the demonstration of circulatory improve- 
ment by vasodilatation, a left lumbar sympathectomy 
was ‘performed by Dr. Wallace I. Nelson on June 3. 
At the time of the operation, smoking was discontinued 
and has not been resumed. 

On June 9, the sixth day postoperative, the left thigh, 
leg and foot were distinctly warmer to touch than the 
right, and the skin color definitely redder. Pulsations 
were felt in the popliteal dorsalis pedis and posterior 
tibial arteries. On the right the pulse in the popliteal 
artery was faint, in the dorsalis pedis absent and in the 
posterior tibial faint. Blood pressure 128 systolic, 74 
diastolic, heart rate 78, regular. 100 mg. Roniacol 
were given with water on an empty stomach at 8:45 
a.m. Observations revealed a brief blood pressure rise 
to a maximum of 132 systolic, 84 diastolic, which later 
returned to 126 systolic, 74 diastolic, the heart rate rising 
to 90 within fifteen minutes and promptly, i.e., within 
twenty-five minutes, subsiding to 72 per minute. Be- 
ginning within twelve minutes, paresthesia with a sensa- 
tion of warmth in the face, ears and neck spread to 
the upper chest and later to the arms, with visible 
marked flush of same areas and increased warmth to 
palpating hand. In exactly twenty-minutes he announced 
that while previously there had been some pain in left 
toe, this had now ceased. Redness and paresthesia lasted 
a full hour. Within three weeks after operation, he 
resumed his full duties in business and has remained 
well and at work. 

November 17, 1949: He has taken no Roniacol since 
September 15, 1949. He reports that since the operation 
the left thigh and leg and especially the foot are con- 
stantly warmer than the right. The right foot and ankle 
often feel cold to touch and often on retiring he has a 
sensation of cold in this foot. He then places the sole 
of foot on left thigh and it soon becomes warm. 

Examination: Weight 166 pounds, blood pressure 122 
systolic, 76 diastolic, heart rate 75 regular. General 
physical examination negative except for legs and feet. 
Left thigh, leg and foot are warm to touch, definitely 
brighter pink in color than the right and there is promp! 
return of a pink color to the skin after removal of 
pressure. He reports there is no sweating in this ex- 
tremity. Right thigh and upper two-thirds of right leg 
are approximately as warm to touch as the left but 
there is less redness to the skin. Below a fairly well 
demarcated line between the middle and lower thirds of 
the leg, the skin temperature is palpably much cooler 
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than the left and return of color after release of pres- 
sure is slow. On walking briskly no color change is 
noted in the left foot and ankle, but the right becomes 
paler and on resting a faint cyanosis is visible. On 
elevating and depressing the right foot, color changes 
develop slowly as compared to the left. 


Case 12.—E. S., a man, aged seventy-seven (reported 
by Dr. A. L. Miller), was first admitted to the hospital 
May 1, 1949. 

Examination: Height 5 feet 5% inches, weight 120 
pounds, geen weight 160 pounds, forty pounds weight 
loss in the past four to five years. Blood pressure 184 
systolic, 90 diastolic, heart rate 60 per minute. He is 
lean ruddy faced, sullen, obstinate and negativistic. He 
has neurotic excoriations on his back, has presbyopia 
but does not wear glasses, all his teeth have been extract- 
ed, and his chest is emphysematous. The heart apex is in 
the fourth interspace at the nipple line; a 2+ systolic 
murmur is heard at the apex. The peripheral vessels 
show tortuosity and thickening, arteriosclerosis 4+. 
No posterior tibial or dorsalis pedis pulsation can be felt. 
The left leg had been amputated above the knee be- 
cause of an accident in 1946. In the dependent posi- 
tion the right leg shows a marked cyanosis up to the 
knee. On elevation there is a marked pallor, a rubor 
when lying down. He has been under treatment with 
niacin, nitranitol and various other vasodilator drugs 
without improvement. 

Diagnosis: Arteriosclerotic peripheral vascular dis- 
ease of the right leg. 

September 27, 1949: Roniacol 100 mg. qi. with 
meals was begun. With the first dose given before a 
meal, he became so flushed and confused that the nurses 
were alarmed. The flushing and confusion lasted for 
about an hour. Later doses that day were given with 
meals. After a week he still flushed considerably and 
had some restlessness up to one-half hour or more after 
each tablet of Roniacol. 

October 7, 1949: He appears to have less acrocyanosis 
and more warmth. Flushing still occurs after Roniacol. 

October 15, 1949: Conditions about as above. No 
pulsation can be felt. 

October 20, 1949: After taking Roniacol flushing is 
less. Patient is more co-operative, speaks a few words, 
and there is less acrocyanosis and definitely more warmth 
but no pulsation in the extremity. 

October 21, 1949: Leg is less cyanotic but definitely 
warmer and the patient desires less covering over the 
leg. In the dependent position there is distinctly less 
cyanosis than previously. On taking the drug, flushing 
and sense of warmth begin in about ten minutes, last 
for about one-half hour, and then tingling and restless- 
ness diminish gradually. Since October 15 patient has 
been more alert, less obstinate and speaks occasionally 
though rarely. He has in the past usually sat uncom- 
municative in the corner. The past few days he has 
been wheeling his chair up and down the hall. It is 
difficult to associate this fact with the medication but 
it is not accounted for otherwise. Roniacol has definite- 
ly benefited this man as to peripheral vascular dilation 
and circulation, but as to cerebral stimulation further 
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treatment and evaluation will have to be made. The 
medication is tolerated and has been taken more readily 
in the past two weeks, Prior to this time he would 
spit out any medication. In that it is hard to com- 
municate with the patient we cannot evaluate our treat- 
ment from the subjective side other than his apparent 
willingness now to take Roniacol. 


Case 13—H. K., a woman, aged ninety-two (reported 
by Dr. A. L. Miller). 

No past family history is available as the family is 
quite passive concerning the patient. No children are 
living. 

Examination: Height 5 feet 2 inches, weight 138 
pounds, no essential change for several years. Blood 
pressure 142 systolic, 80 diastolic. Urinalysis showed a 
trace of albumin, no casts, no pus. Wassermann test 
negative. Blood normal on examination. The right 
hip has been nailed. She has generalized arteriosclerosis 
with mild senility, hypertrophic arthritis, cardiovascular 
disease with previous hypertension. 

The patient was admitted July 29, 1949, with deep 
gangrenous ulcers of both ‘heels due to arteriosclerosis 
and decubitous pressure. The ulcers did not heal and on 
August 16, 1949, penicillin 300,000 units started daily and 
Roniacol 100 mg. q.i.d. daily, given after meals. Heat 
lamp and zephiran chloride irrigations started; also oral 
unicaps t.i.d., and the patient began sitting up in a chair. 

August 23, 1949, penicillin was discontinued as the 
pus was gone, the ulcer craters were clean and granula- 
tions noted. The skin felt warm, and the patient reports 
some tingling sensations after taking the medication. 
The margins continued to heal, and on September 10, 
1949, zephiran chloride irrigations were discontinued. 
She expressed no discomfort from Roniacol. 

September 30, 1949: The ulcers were nearly healed. 

October 10, 1949: Epithelization was complete and the 
ulcer entirely healed. The skin of the extremities was 
warm. ; 


Case 14.—F. E., a man, aged eighty-four, was seen 
April 19, 1949 (reported by Dr. A. L. Miller). 

Examination: Height 5 feet 10 inches, weight 138 
pounds, a gradual loss from 180 pounds in the past 
twenty years. The patient is a large boned, muscular 
man. Blood pressure 196 systolic, 100 diastolic, pulse 
68 per minute, absolutely irregular. Wassermann test 
negative; sputum negative for acid-fast bacilli; blood 
and urine negative. Skin dry and atrophic, toe nails 
deformed; chest, barrel shaped and emphysematous, 
inspiratory and expiratory musical wheezing, depressed 
lung borders and little chest expansion. Heart tones 
soft, absolutely irregular, rate 68; apical beat visible at 
nipple line fifth interspace, no murmurs. The peripheral 
vessels showed tortuosity, arteriosclerosis 4+. Dor- 
salis and post tibial vessels not palpable on the right. 
Left leg had been amputated for arteriosclerotic gang- 
rene in 1947. A gangrenous ulcer is present on the right 
heel, 4 cm. in diameter with a gray foul-smelling pus. 
The surface of the os calcis is exposed, and there is a 
black ring at the margin. The skin about it is dry and 
cool. 
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Diagnosis: Arteriosclerosis, decubitus ulcer right heel. 


On April 19, 1949, treatment was begun with a heat 
lamp and frequent turning in bed with daily irrigation 
with zephiran chloride 1:1,000. By May 13, 1949, there 
was no improvement and the os calcis was clearly visible. 
300,000 units of penicillin were given daily. Heat lamp, 
irrigations and frequent turning were continued. 

May 25, 1949: The wound was cleaner; oozing pus 
had discontinued, healing was stationary. Penicillin was 
continued and vitamin B complex and vitamin C started. 

June 10, 1949: The ulcer was dry but not healing. 
Roniacol, 100 mg. q.i.d., started. 


June 17, 1949: The size of the ulcer has not de- 
creased but the darkened margin is showing granulation 
as is the base of the ulcer. Penicillin discontinued. 
Roniacol, 800 mg. daily, continued. 

June 21, 1949: Infection seems to be increasing again, 
and penicillin 300,000 units daily resumed. 

June 28, 1949: Penicillin, vitamin B. complex and 
vitamin C stopped. Roniacol 400 mg. continued. Ulcer 
margin has closed in about 25 per cent. The foot feels 
warmer. No dorsalis pedis or post-tibial artery pal- 
pable. Use of heat lamp discontinued. 

July 8, 1949: Foot feels warmer, ulcer about 50 per 
cent less in depth and extent. Acrocyanosis of toes and 
distal half of foot is decreasing. The skin of the leg 
seems to show less atrophy than before. 

August 15, 1949: Ulcer nearly closed. Skin of foot 
and leg nearly as warm as thigh. 

September 8, 1949: Ulcer covered and scar contracting, 
foot warm. 

September 15, 1949: The Roniacol has been temporarily 
discontinued; foot perceptibly cooler. Acrocyanosis 
greater. Roniacol resumed. 

October 25, 1949: Ulcer has entirely healed. Roniacol 
continued. 


Case 15—J. A. C., a housewife, aged fifty, was ad- 
mitted to the hospital October 3, 1949. 


Patient had had a duodenal ulcer in 1943. Symptoms 
had been relieved by dietary regimen and medication. 
Symptoms of osteo-arthritis in the knees in 1946 had 
been relieved by weight reduction. A mild acne rosacea 
of the nose, cheeks and forehead was present. Meno- 
pause occurred in 1948. Her childhood home had been 
broken by her parents’ divorce. She is highly sensitive, 
highly reactive, has often had a feeling of guilt for 
“pushing my parents out of my life” after her marriage 
and resents her husband’s feeling that she is wholly 
responsible for the children. 


Beginning about 1943, she began to experience attacks 
in which the four fingers of each hand would become 
pale and numb. Prolonged rubbing would result after 
many minutes in some return of sensation but the fingers 
would become blue, sting and burn, eventually becoming 


normal in color. These attacks were brought on \y 
exposure ‘to cold or by activities involving elevation >f 
hands and arms such as painting, hanging out clothing, 
et cetera. 


Examination: Height 5 feet 2 inches, weight 142 
pounds, blood pressure 125 systolic, 72 diastolic, heart 
rate 75 regular. General physical examination was nega- 
tive except for very mild acne rosacea. The color of 
her hands was normal at rest but on elevating them 
above the level of the shoulders for one minute and 
then placing them on her knees, her fingers were at 
first noticeably pale and her sensation to touch was 
greatly reduced. She described the sensation as “numb.” 
In about thirty seconds her fingers became definitely 
cyanotic, and she described a burning sensation. Cyanosis 
with slow return of color after release of pressure 
persisted for about ten minutes. 


Diagnosis: Raynauds disease. 


October 3, 1949: Began Roniacol, 50 mg. before each 
meal and on retiring. 


October 11, 1949: Patient stated that she at first took 
50 mg. of Roniacol before each meal which was fol- 
lowed in about ten minutes by a “fiery redness” of the 
face, neck, upper chest and arms with a “burning” sen- 
sation over the same areas. For the first three days 
there was brief colicky pain in the stomach region be- 
fore the redness of the skin appeared. After this she 
took the drug with meals and on retiring, experiencing 
only a mild flush but no pain and no burning sensation. 
On the third day of use while doing dishes, she ex- 
perienced an unusually mild attack in which her fingers 
became “tingly” but not numb. On the fourth day she 
forgot the remedy before retiring and had a more severe 
attack with numbness but less pallor than usual. With 
the cyanotic period some swelling of fingers occurred. 
Since that time she has been free from attacks even un- 
der provocation, except that on the eighth day of medi- 
cation, while peeling apples, pallor and numbness devel- 
oped but normal sensation and appearance developed 
promptly with rubbing. This occurred much more 
promptly and readily than before the use of the drug. 
(She recalls now that at childbirth on December 10, 
1924, she had scopolamine twilight sleep, and for a 
month following this had cold, numb hands. This ceased 
after a month, to recur paroxysmally in about 1940. 

October 26, 1949: She finds that best results are 
secured by taking 50 mg. of Roniacol with a small break- 
fast and 100 mg. at noon and evening meals. She was 
directed to take either 50 or 100 mg., whichever she finds 
convenient, on retiring also. She reports she can do much 
more and can tolerate more severe cold than before. 
On a cold morning recently she had mild symptoms 
and mild pallor in the fingers. She is now driving her 
car with comfort, although for eight years she has not 
dared to drive the car on cold days. 

From last reports she has only slight symptoms with 
the hands, is much better in every way, and is less 
nervous, irritable and apprehensive than before. 
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ASSOCIATED DISEASES OF THE SKIN AND EYE 


EDWARD P. BURCH, M.D., and CHARLES D. FREEMAN, M.D. 


Saint Paul, Minnesota 


HERE are a large number of diseases which 
may jointly involve the eye and mucocutane- 
ous surfaces of the body and are therefore of 
mutual interest to the dermatologist and ophthal- 
mologist. It is the purpose of this discussion to 
invite attention to some of the more interesting 
diseases which fall into this category, and to 
elaborate upon their clinical manifestations, 
Among the more common diseases which de- 
mand the collaboration of specialists in these two 
fields is rosacea. It is a disease of adult life 
which attacks the skin of the face, involving par- 
ticularly the nose and cheeks. Transitory attacks 
of vasodilatation in these areas finally become 
permanent with concomitant hypertrophy of the 
sebaceous glands, which usually become chroni- 
cally infected. The etiology of this very disfigur- 
ing condition remains obscure, although abnor- 
mality of the gastric secretion with achlorhydria, 
a diet excessively rich in carbohydrates and con- 
diments, over-indulgence in alcoholic beverages 
and endocrine disturbances have all been suggest- 
ed as possible incriminating factors. The ocular 
lesions usually commence as a mild blepharo- 
conjunctivitis. At a later. stage, corneal involve- 
ment occurs, and unless effective therapeutic 
measures can be effected, serious visual damage 
may ensue. Initially, there occurs a marginal 
vascularization of the cornea. As vascularization 
progresses, greyish subepithelial infiltrates are 
noted. Ultimately, the process involves the 
corneal stroma, advancing relentlessly toward the 
pupillary area of the cornea. The vascular loops 
become more prominent and as the overlying epi- 
thelium degenerates, ulceration usually attended 
by secondary infection takes place. Finally dense, 
facetted, chalky-white and heavily vascularized 
scars are formed. Systemic treatment is of im- 
portance. The diet should be properly regulated, 
with a reduction in the carbohydrate intake. Con- 
diments of all varieties should be interdicted. 
Large amounts of riboflavin should be ‘adminis- 
tered. Roentgen and ultraviolet therapy to the 
facial lesions is often beneficial. Local antiseptics 
are of value in combatting secondary infection in 
the eye, and the photophobia and blepharospasm 
which may be quite marked are alleviated by 
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means of atropine and tinted lenses. The corneal 
lesions respond to beta irradiation in a sufficiently 
high proportion of cases to warrant a thorough 
trial with this type of therapy. Quite recently 
desensitization to the male sex hormone has been 
advocated. With this latter procedure we have 
had no firsthand experience, but recent reports 
in the ophthalmic literature have been encourag- 
ing, 

Erythema multiforme is still another disease 
which affects both the skin and eyes. Of toxic 
origin, it is often accompanied by fever, general- 
ized malaise and joint effusion. The skin eruption 
characteristically consists of symmetrically situ- 
ated, circular, well-demarcated erythematous 
patches, associated with a central edematous exu- 
date. The hands, forearms, face and legs may be 
involved, as well as such mucous surfaces as the 
conjunctiva, mouth and vagina. Not infrequently 
the conjunctival lesion is the initial manifestation. 
It may assume a catarrhal, purulent, or pseudo- 
membranous form. In the catarrhal variety, nu- 
merous raised areas appear on the bulbar con- 
junctiva. The adjacent conjunctiva becomes 
markedly congested. Secretion is scanty, but 
lacrymation, blepharospasm, photophobia and in- 
tense itching are usually noted. 

The so-called Stevens-Johnson syndrome, with 
cutaneous rash, severe stomatitis and profuse con- 
junctival discharge is rare. Marked chemosis, sub- 
conjunctival hemorrhages and marked conjunc- 
tival exudation, followed by corneal involvement 
usually constitutes the course of events. Ulcera- 
tive keratitis with performation of the globe and 
loss of the globe has been known to occur. 

The most common ocular form of the dis- 
ease is pseudomembranous conjunctivitis. The 
membrane usually involves both palpebral and 
bulbar surfaces. Edema of the lids, chemosis of 
the conjunctiva and profuse exudation are prom- 
inent features of the pseudomembranous form. 
As a rule, corneal involvement with varying de- 
grees of opacification takes place and a fulminat- 
ing type of exudate cyclitis may further compli- 
cate the clinical picture. 

Treatment consists of frequent instillation of 
mydriatic drugs such as atropine, penicillin local- 
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ly and sulfa drugs or penicillin systemically in 
heavy doses; however, it must be remembered 
that the sulfa drugs may produce this condition. 
If there is a profuse discharge, frequent argyrol 
and boric irrigations may afford some relief. 
While the illness may be severe from the general 
standpoint, recovery is the rule. There may be, 
however, severe visual damage as a sequela of 
the keratoiritic process. 


Erythema nodosum is another disease of ob- 
scure origin which evinces a predilection for chil- 
dren and young adults of the female sex. Both 
rheumatic fever and tuberculosis have received at- 
tention as possible etiological factors. The skin 
eruption is ushered in with joint pains and high 
fever. The cutaneous involvement consists of 
dark red or purplish red swollen areas which ap- 
pear in successive crops over the arms, legs, 
shoulders and face. The edematous plaques in- 
volve the entire thickness of the integument and 
have a highly distinctive appearance. Concurrent- 
ly, subconjunctival lesions may occur. These are 
usually located between the cornea and caruncle. 
They are either vesicular in appearance or may be 
nodular and are freely movable over the underly- 
ing sclera. No treatment is indicated, since the 


ocular lesions disappear as the general disease 
subsides. 


In 1889, Doyne reported the first well-docu- 
mented case of angiod streaks of the choroid. 
This condition, which is frequently associated 
with pseudoxanthoma elasticum of the skin, was 
first recognized by Groenblad and Strandberg as 
a generalized disease of elastic tissues with the 
eye as a special site of predilection. Essentially, 
the disease involves the corium of the skin and 
lamina vitrea of the choroid. It is thought to be 
due to an inherited developmental defect of elastic 
tissues in the regions cited above. It may occur 
at any age but usually occurs before the age of 
forty. The skin lesions, first described by Darier, 
consist of a symmetrical thickening, softening, 
and relaxation of the skin, particularly in the 
folds in proximity to large joints. A yellowish 
discoloration of the affected skin takes place. In 
the eye, the lesions are always bilateral. The sub- 
retinal streaks resemble blood vessels in appear- 
ance. Their color may be red, brownish or gray. 
Ordinarily, the streaks anastomose in the region 
of the nerve head, sometimes forming an incom- 
plete circle from which the angioid streaks ra- 
diate toward the equator. The streaks invariably 
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lie behind the retinal vessels, and histopathologic 
investigation has shown that they represent rup- 
ture of Bruch’s membrane, the lamina vitrea of 
the choroid. Frequently, retinal involvement with 
severe disturbance of central vision occurs as the 
result of transudation or hemorrhage through the 
ruptures in the lamina vitrea. Eventually connec- 
tive tissue proliferation takes place and a pseudo- 
tumor involving the macular region may result. 
This lesion closely resembles the disciform degen- 
eration which is so characteristic of Kuhnt-Junius 
disease. 


Molluscum contagiosum is an infectious dis- 
ease which frequently affects the lid margins and 
conjunctiva, as well as any of the skin surfaces. 
A filter-passing virus is the causative agent, and 
the Jesions are very characteristic in appearance, 
consisting of small circular tumors with an um- 
bilicated center from which necrotic tissue con- 
taining the molluscum bodies can be expressed. 
Catarrhal conjunctivitis. or even actual conjunc- 
tival growths resembling those seen in the skin and 
lid margins constitute the usual ocular findings. 
Expression of the contents of the tumor and 
cauterization with pure phenol constitute the 
treatment of choice. Sulfapyridine has also been 
advocated in small children. 


A peculiar and somewhat rare form of uveitis 
which is invariably accompanied by dysacousis, 
alopecia, poliosis and vitiligo has been reported 
by a number of ophthalmologists. The uveitis is 
severe, and visual damage is the rule. No definite 
cause has ever been ascribed to this curious syn- 
drome which is usually given the eponymic desig- 
nation of Koyanagis’ disease. A virus etiology 
has been suggested. Treatment of the uveal tract 
inflammation is nonspecific, and the partial deaf- 
ness and cutaneous manifestations do not respond 
to any form of therapy. The disease principally 
affects both sexes about equally between the ages 
of twenty and forty. Poliosis may also occur in 
sympathetic ophthalmia. 

Thallium poisoning deserves mention because of 
the fact that this heavy metal has occasionally 
been used as a base in the preparation of depila- 
tory agents. Prolonged use of such agents may 
be attended by the development of a chronic toxic 
retrobulbar neuritis. It is prudent, therefore, in 
toxic amblyopias of obscure origin to question the 
patient closely concerning the use of substances 
which have been employed to remove superfluous 
hair. 
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Of the vitamin deficiency states which may af- 
fect the eye and skin, vitamin A deficiency and ari- 
boflavinosis are of interest. In the former state, 
the skin becomes loose, its normal texture be- 
comes dry and scaly, and finally keratinization 
takes place; while in the eye Bitot’s spots appear, 
the cornea loses its translucency, and actual kera- 
tomalacia develops. Night blindness may appear 
as an early sign of lack of vitamin A. If in- 
dividuals fail to ingest adequate amounts of ribo- 
flavin, quite characteristic fissures appear at the 
angles of the mouth and nose. These tend to 
bleed readily, become macerated and their ap- 
pearance is pathognomonic. In the eye, the chief 
finding is excessive limbal vascularization. In 
both of these conditions the treatment is self- 
evident. ; 

A distressing condition which frequently in- 
volves the skin of the lids and which may be- 
come quite disfiguring is xanthelasma. It is most 
frequently accompanied by a significant eleva- 
tion of the cholesterol content of the blood and 
often occurs in diabetic patients. The typical 
lesions consist of raised, yellowish plaques situat- 
ed in the superficial layers of the skin of the eye- 
lids, the upper lids being involved more common- 
ly than the lower. Careful surgical excision of 
the lesions offers the best method of remedying 
this unsightly condition. Because of the loose 
structure of the skin of the eyelids, an excellent 
cosmetic result can be obtained by surgical meth- 
ods in the majority of instances. 

Of the so-called phakomatoses, tuberous sclero- 
sis associated with adenoma sebaceum is of con- 
siderable interest. The typical butterfly pattern 
of the adenomatous lesions over the upper cheeks 
and nose is diagnostic. In the eyes, retinal tume- 
factions may occur in the retina and optic nerve. 
The intraocular lesions consist of greyish-white or 
yellow, well-delineated elevations. More rarely 
mulberry-type retinal tumors are seen. The dis- 
ease, which is familial and degenerative in charac- 
ter, not only involves the skin, eye and brain, but 
often the heart and kidneys as well. Because of 
the cerebral lesions epilepsy is common. The 
disease is usually fatal. 


Von Recklinghausen’s disease is another of the 
phakomatoses with both skin and ocular findings. 
The cafe-au-lait spots in the skin are easy to 


recognize. Pigmented naevi and multiple tumors 
of peripheral and cranial nerves are other mani- 


festations. Tumors of the optic nerve and ret- 
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ina similar to those seen in tuberous sclerosis are 
not uncommon. Many authorities hold to the 
opinion that tuberous sclerosis and generalized 
neurofibromatosis are closely related, the former 
disease affecting chiefly the central nervous sys- 
tem and the latter principally the peripheral 
nerves. This variety of the phakomatoses, von 
Hippel-Lindau’s disease or angiomatosis retinae 
et cerebellae, while involving the eyes, does not 
give rise to lesions of the mucocutaneous system. 


A rather unusual form of glaucoma may occur 
in patients with nevus flammeus or port-wine 
stain of the face. This :conditon, spoken of as 
Sturge-Weber disease, may exhibit considerable 
variation in its clinical picture. The vascular 
nevi involving the face occur in the distribution 
of the trigeminal nerve. As a rule, one side only 
of the face is affected. If the glaucoma occurs in 
infancy, buphthalmus occurs; while in later life 
the glaucoma is similar to that seen in the chronic 
simple form. Cortical calcification occurs in the 
brain and is accompanied by convulsive seizures. 
Mental deterioration is the rule. The glaucoma 
must be treated by means of miotic drugs and, if 
medical therapy is unavailing, by means of some 
type of external fistulizing procedure. The port- 
wine stain is best left alone. 

One of the more common diseases of mutual 
interest to the ophthalmologist and dermatologist 
is neurodermatitis involving principally the lids. 
The redness, swelling, intense itching and charac- 
teristic corrugated appearance of the lids renders 
the diagnosis simple. Treatment, if specific al- 
lergenic factors cannot be elicited, consists in 
avoidance of soap and water to the affected region 
and the application of antihistaminic unguents. 
These are extremely effective in allaying the 
marked itching. In women particularly, the pos- 
sibility of allergy to cosmetics, particularly face 
powder, eyelash dyes, and nail polish must be 
carefully excluded. 

Another condition of interest is allergic bleph- 
aroconjunctivitis due to contact with drugs which 
are instilled in the eye or applied to the lids. 
Atropine, pilocarpine, eserine, penicillin and the 
various sulfa compounds are the most common of- 
fenders. The clinical picture resembles that seen 
in ordinary eczema or neurodermatitis of the 
lids, although in atropine sensitivity hypertrophy 
of the conjunctival lymphoid tissue is quite usual. 
If therapeutic drops such as eserine or pilocar- 
pine are employed over a considerable length of 
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time to combat glaucoma, a drug sensitivity oc- 
casionally develops and will necessitate the use 
of other miotic compounds. A few patients ex- 
hibit a violent local reaction to the various anes- 
thetic agents commonly employed to reduce con- 
junctival and corneal sensitivity. In the event such 
a drug sensitivity is noted, it is advisable to note 
the fact in bold letters in some conspicuous place 
on the patient’s clinical record. A common prac- 
tice among ophthalmologists is to stamp in red ink 
across the chart the statement “Sensitive to (name 
of drug),” the blank space being filled in by hand 
with the name of the offending drug. 


Among the most refractory problems common 
to dermatology and ophthalmology is the treat- 
ment of seborrheic blepharoconjunctivitis. The 
diagnosis is made through the characteristic ap- 
pearance of the eye lesions. The skin of the lid 
border is covered with small white, dandruff-like 
scales. The lid border is red but not ulcerated. 
Examination of the scalp and external auditory 
canals reveals an excessive seborrheic secretion. 
Scrapings from the lid margins reveal the pres- 
ence of pityrosporum ovale. Seborrheic bleph- 
aritis, unlike the type due to chronic staphylococ- 
cus or Morax-Axenfeld bacillus infection, will not 
respond to antibiotics or sulfa drugs used in con- 
junction with vaccines and mechanical expression 
of the contents of the Meibomian glands. The 
seborrhea of the scalp and brows should be 
brought under control before commencing treat- 
ment to the lids and lashes. 


Herpes simplex is caused by a filterable virus. 
The inoculation of the vesicle fluid into the scari- 
fied cornea of a rabbit will produce a keratitis, 
and encephalitis results from succeeding animal 
transfers. 


The eruption may occur on the skin or mucous 
membranes. It is usually preceded for a few 
hours by itching, burning, and a sensation of 
tenseness; later it becomes erythematous and 
slightly edematous. On this inflammatory base, 
vesicles develop. These are usually of pinhead size 
and filled with a serous fluid. After one or two 
days the contents become cloudy and purulent and 
the vesicles dry to become serous crusts. The 
crusts fall off in five to ten days and the residual 
erythematous macule soon disappears. Regional 
lymphadenopathy is a rather common finding. 
In the eye herpes simplex produces irritation, the 
vesicles rupturing rapidly to leave small abrasions 
in groups or rows; rarely ulcers are found. The 
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abrasions usually heal promptly without leavin: 
any opacity. The involvement is generally unilai 
eral. 

The treatment of the presenting attack is rather 
simple. If seen in the vesicular stage, dryiny 
agents should be used. Spirits of camphor is 
easily and effectively applied; calamine lotion, 
lotio alba, and weak solutions of lead are also 
used. In the crusted stage mild ointments such as 
boric or weak ammoniated mercury are em- 
ployed to keep the crusts soft. 


The recurrent form will often tax the in- 
genuity of the clinician. Precipitating factors, 
if known, should be avoided. Foci of infection 
should be eradicated. X-rays and ultraviolet 
light seem to be helpful in some recurrent cases. 
Vaccine made from the herpes virus is advocated 
by some authorities but repeated vaccination with 
the standard vaccine used for smallpox immuniza- 
tion produces equal or better results. 


Herpes zoster is a herpetiform eruption oc- 
curring along the distribution of one or more of 
the posterior ganglia or of the cranial nerves. 
The eruption occurs as grouped vesicles on an 
erythematous base. It is usually always uni- 
lateral. Neuralgic pains may precede the eruption 
by a day or two and when occurring in the right 
lower quadrant of the abdomen have been mis- 
taken for appendicitis. This pain may persist 
long after the eruption has disappeared, espe- 
cially in the debilitated and the aged. 

Scarring is uncommon unless severe pustula- 
tion or gangrene has occurred. If the ophthalmic 
division of the fifth nerve is attacked, herpes 
zoster ophthalmicus results. If the eyeball is 
implicated, one finds that the cornea becomes in- 
sensitive and presents vesicles which progress to 
an ulcerative lesion. There may be diffuse deep 
infiltration with involvement of the iris and the 
ciliary body. The ocular lesions are treated by 
moist warm compresses of boric acid or weak 
solutions of mercury bichloride. Atropine must 
be employed if the anterior uvea becomes in- 
volved. 

In treating the skin lesions so many various 
forms of therapy have been advocated that one 
wonders if any are of value. Some authorities 
feel that occlusion is helpful. This may be done 
by liquid adhesive, collodion, or by thick cotton 
dressings. Other men feel that soothing lotions 
such as calamine or zinc lotion are indicated. 
In the crusted stage, mild ointments such as cold 
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cream or boric ointment are used. For the relief 
of pain, various injections have been advocated 
with equivocal results. These include autohemo- 
therapy, pituitrin, pitressin, thiamin chloride, so- 
dium iodide, and DHE 45. Aspirin, phenacetin, 
codeine, and other analgesics are necessary for the 
relief of pain. 

Cavernous sinus thrombosis causes dilated facial 
veins, protrusion of one or both eyeballs, and 
sometimes papilledema of the corresponding eye 
and immobility of the eyeball. The skin assumes 
a dusky red color of the entire area with the veins 
standing out in bas-relief. Signs of a furuncular 
infection (that may have produced the thrombo- 
sis) may still be evident on the skin. 


Lipoid protienosis is a rare syndrome charac- 
terized by yellowish-white plaques on the skin and 
oral mucous membranes, and an associated warty 
condition of the skin. The scalp shows a sparse 
growth of hair and there are bead-like whitish 
papules on the eyelids and the eyelashes are ab- 
sent. There is probably an underlying constitu- 
tional disturbance, and many of the patients show 
a diabetic tendency. Treatment with a low car- 
bohydrate diet and insulin will cause a disap- 
pearance of most of the lesions of the skin and 
mucous membranes. 


Hydroa is a vesicular and bullous disease that 
tends to recur each summer during childhood. It 
is much more common in boys and tends to dis- 
appear about the time of puberty. The milder 
forms which are characterized by papules and 
small vesicles is’ referred to as hydroa aestivale 
while the severe type with bullae, impetiginous 
crusts and pitted scars is called hydroa vaccini- 
forme. The lesions are most common on the face, 
dorsal hands, and the extensors of the extremities. 
Lesions of the cornea will cause scarring and in- 
terfere with vision, while the conjunctival lesions 
resemble those seen in vernal catarrh. Some 
cases are associated with porphyrinuria which may 
account for the photosensitization. These cases 
will show the characteristic wine-colored urine 
and discolored teeth. The treatment of hydroa 
is the avoidance of sunlight, use of nicotinic acid, 
and soothing local applications. 

Dermatitis herpetiformis is an uncommon, 
chronic, relapsing, itching, burning disease which 
may present ocular complications. The lesions 
may be erythematous, papulovesicular, vesicular, 
bullous, or urticarial. They tend to occur at sites 
of predilection, on the elbows, knees, scapulae, and 
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the sacrum. The ocular lesion implicate the con- 
junctiva and cornea. The etiology is unknown 
but is thought strongly to be a. virus. The tend- 
ency to grouping in this disease is so marked 
that the diagnosis is hard to establish in its ab- 
sence. The mucous membranes are not frequently 
involved and only then when the bullous lesions 
are predominant. Sulfapyridine seems to control 
this condition probably better than any other 
single medication. However, it is not curative 
and must be continued in small doses for most of 
the patient’s life. Penicillin also appears helpful. 
Arsenicals by mouth (either acetarsone or in the 
inorganic form as Fowler’s solution or Asiatic 
pills) seems helpful. Benadryl relieves the pru- 
ritus in some cases but has little effect on the 
course of the lesions. 


Reiter’s disease is a clinical syndrome consisting 
of urethritis, arthritis and conjunctivitis; how- 
ever, skin lesions similar to those of gonorrheal 
keratoderma are also observed. It is probable 
that these two diseases are the same except that one 
is due to a known agent and the other to an un- 
known organism. The favorite sites of the skin le- 
sions are the palms, soles, elbows and knees, al- 
though it may be widespread. The primary lesion 
is a vesicle and secondary changes of pustules, 
crusts and keratoses develop. The keratoses appear 
early as small yellow, waxy cones that grow dark- 
er as they become older. The conjunctivitis is 
usually bilateral and is occasionally accompanied 
by iritis. Hemorrhages and purpuric lesions of 
the conjunctiva and mucous membranes, as well as 
of the skin, may occur. Treatment is not too 
satisfactory. Penicillin, aureomycin and strepto- 
mycin as well as the sulfa drugs have proved dis- 
appointing. Hyperpyroxia, either by mechanical 
means or by intravenous injections of typhoid 
vaccine, may be tried. 


Heerfordt’s disease is characterized by iridocy- 
clitis, peripheral facial weakness, recurrent laryn- 
geal nerve disturbances and nodular enlargement 
of the parotid gland. There may also be the cu- 
taneous lesions of sarcoid. The lesions of the 
eye and the gland also have the histologic picture 
of sarcoid. On the skin the lesions are of a dull, 
yellowish-red or brown color that tend to involute 
in the center and spread as a raised ring at the 
periphery but may occur as nodules and plaques. 
Lesions may also be found in nodes, lungs, bones 
and other organic tissues. The treatment is large- 
ly nutritional through a high caloric, high vita- 
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min diet and injection of crude liver extract. 
X-rays and ultraviolet to the individual lesions 
are helpful, and small individual lesions may be 
destroyed by cryotherapy. 

Osler’s disease or hereditary hemorrhagic tel- 
angiectasia causes recurrent epistaxis with mul- 
tiple telangiectases of the skin and mucous mem- 
branes. The pathologic lesion seems to be small 
tufts of dilated capillaries scattered superficially 
over the skin and mucous membranes. The chief 
symptoms are bleeding from the nose, beginning 
in early childhood, but may occur in later life, and 
bleeding from the skin and other mucous mem- 
branes following slight trauma. There is no 
effective treatment. 


Behcet’s syndrome includes simultaneous or 
separate episodes of aphthous (herpetic) lesions 
in the mouth, on the genitalia and ocular symp- 
toms which are usually a chronic_recurrent iritis 
sometimes accompanied by uveitis and neuritis. 
The disease is more common in men and is prob- 
ably of virus etiology. No specific therapy is 
known. There have been no reports but a trial 
with aureomycin may be indicated. 


Acanthosis nigricans is a rather rare condition 
characterized by hyperpigmentation with papillary 


hypertrophy. These usually occur at sites of 
predilection but may be universal. On the skin, 
the lesions are usually found in the axillae, on 
the neck, about the arms, umbilicus and on the 
flexors of the extremities. On the mucous mem- 
branes, the conjunctiva, buccal mucosa and palate 
are most commonly involved ; however, pigmenta- 
tion is usually absent here, and only papillary hy- 
pertrophy is noted. About 50 per cent of cases 
occur in the younger age groups and are asso- 
ciated with some form’ of endocrine dysfunction ; 
in the remaining 50 per cent that occur in the 
older age group some form of internal malignancy 
is present. Mild salicylic acid or resorcin salves 
will give symptomatic relief on the skin, but the 
cause should be searched out and treated. 


In pediculosis, the crab louse usually restricts 
its activity to the genital regions but may spread 
to the axillae, eyebrows and eyelashes. In the 
course of its migrations there may be bluish or 
slate-colored macules (maculae caeruleae) which 
are formed by a secretion the louse forces under 
the skin while feeding. The diagnosis is made 
by seeing the louse or the nits attached to the 
hairs. On the body, the cleanest treatment is dust- 
ing with 10 per cent DDT in talc or by a Benzyl 
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benzoate solution. About the eyes, a 2 per cent 
ammoniated mercury or 1 per cent yellow oxide 
of mercury is used. 


Warts are a virus infection and are found on 
practically all of the cutaneous surfaces. The 
filiform type, which is most common on the eye- 
lids and sides of the neck, is easily destroyed by 
clipping at the skin surface and lightly touching 
the base with a cautery. The plantar variety 
usually responds well to x-rays or radium; this 
form of treatment does not incapacitate the patient 
and is relatively painless. Elsewhere, cautery is 
effective. - 

Lupus erythematosus may be a chronic, less 
commonly subacute or acute, inflammatory dis- 
ease characterized by sharply marginated red or 
violaceous, various sized plaques, situated on the 
face much more commonly than elsewhere, and 
followed by cicatricial atrophy. On the mucous 
membranes the inside of the cheek is usually at- 
tacked. The disease first appears as bright red 
patches, later becoming violaceous, or bluish 
white, and depressed areas of atrophy with dilated 
vessels. On the lips and mouth it appears as 
scaly depressed patches, shallow erosions, or 
bluish-white depressed atrophic areas. The lip 
may be slightly swollen and everted. They have 
been said to look as though they had been covered 
with collodion and were about to peel. 


On the eyelids, the disease appears much as it 
does on other parts of the skin. On the margins 
of the lids, the disease superficially resembles 
blepharitis but the following conditions differen- 
tiate lupus erythematosus. The lid margins are 
dry, not moist, and covered with finely adherent 
scales. The color is not as red and inflamma- 
tory appearing as in blepharitis. It may be vio- 
laceous. There is no matting of the lids and the 
cilia may be partially or completely absent. Later 
the cilia are permanently destroyed, the margins 
become irregular and atrophic, and the color dis- 
appears. Ectropion and eversion of the lid mar- 
gins are uncommon, as the atrophy is not of a 
contractile nature. On the conjunctiva, the dis- 
ease is similar to that seen on the skin except 
no scales are present. The patches are red to 
violaceous, edematous, sharply marginated and end 
in atrophy. The atrophy may take the form of 
circumscribed depressed areas or as lines and 
streaks. Isolated lesions of the conjunctiva have 
not been reported ; however, this may be due to 
the fact that it is not recognized rather than to its 
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extreme rarity. The acute form of lupus erythe- 
matosus is a serious, frequently fatal, disease of 
the collagen tissues of the body and may occa- 
sionally show no skin manifestations. There ap- 
pears to be a severe toxemia and the skin manifes- 
tations, when present, show a greater polymor- 
phism than seen with the chronic discoid form of 
the disease. Fever, malaise, joint pains, and nerv- 
ous disturbances are common clinical findings 
while leukopenia and albuminuria are the most 
consistent laboratory findings. Subacute lupus 
erythematosus lies between and may show all of 
the signs of the chronic as well as the acute types. 
The Libman-Sacks syndrome and acute lupus 
erythematosus are probably variants of the same 
disease. 


In the acute form of lupus erythematosus, the 
fundi show marked changes characterized by peri- 
vascular hemorrhages, fluffy exudates, and ob- 
viously diseased arterioles showing segmentation. 
These changes occurred*in about 40 per cent of 
one series of cases and occur independently of the 
hypertension that may develop due to extensive 
renal damage. 


In treating lupus erythematosus, the general 
health of the patient should be supported and foci 
of infection should be eradicated. In the acute 
types, treatment should be of a supportive na- 
ture and no active therapy begun until the dis- 
ease subsides. For the chronic forms, treatment 
with gold or bismuth salts appears to be beneficial 
in many cases. The individual lesions on the skin 
may be destroyed by cryotherapy or cautery. The 
lupus patient should avoid sunlight, as this not 
only has a deleterious effect on the acute forms 
but may cause the chronic type to flare into an 
acute form of the disease. 


Xeroderma pigmentosum is a rare progressive 
pigmentary and atrophic disease that begins early 
in childhood, It is due to a congenital hyper- 
susceptibility to ultraviolet light, and several 
cases in one family are common. Porphyria may 
There is an early development of 
senile changes in the skin consisting of lentigines, 
telangiectasias, keratoses and carcinoma. Photo- 


be present. 


phobia and lacrimation are the early eye symp- 


toms. Later keratitis develops with yesulting 
opacities.. Tumors of the lids and cornea also 
develop. There is no curative treatment. Avoid- 
ance of sunlight and the proper treatment of the 
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skin growths as they appear is all that can be 
offered these patients. 


Pemphigus of the eye may occur alone or asso- 
ciated with lesions elsewhere on the skin and mu- 
cous membranes. On the eye, the lesions appear 
as very shallow conjunctival ulcers, usually cov- 
ered with ‘a tough membrane, and most often seen 
in the folds. They heal with atrophy and shrink- 
ing of the conjunctiva so that eventually the folds 
become obliterated by scar tissue. The end re- 
sult is immobility of the globe and cicitricial en- 
tropion or even total ankyloblepharon. .The cor- 
nea is involved indirectly or as the result of tri- 
chiasis and becomes vascularized and opaque. 
On the skin, bullae arise from normal skin on 
any part of the body. These bullae arise in crops 
and there may be long periods of comparative 
freedom. Usually the bullae rupture, leaving a 
raw, red surface that shows little tendency to heal. 
As constitutional symptoms increase, the skin le- 
sions tend to decrease so that a patient may die 
of pemphigus with relatively little to see on the 
skin. The treatment of pemphigus, on the whole, 
is very disappointing. Various forms of arsenic 
therapy have been tried with variable results ; so- 
dium naphuride (germanin) has its supporters. 
General supportive therapy with a high caloric, 
high vitamin diet and small transfusions at three- 
day or four-day intervals seem beneficial. If the 
skin lesions are at all extensive, they are prob- 
ably best treated as one would a burn of the same 
severity, The eye complications are also treated 
more or less symptomatically. If trichiasis re- 
sults, the lashes should be destroyed, and if sym- 
blepharon is extreme, free dissection of the scar 
tissue and mucous membrane grafts are indicated. 


It is well known that opacification of the lens 
may occur in association with eczema in neuro- 
dermatitis of long standing. As a rule, patients 
with this type of cataract are younger than those 
suffering from the senile variety, and the history 
of chronic skin disease is virtually diagnostic of 
the syndrome. The opacities, as a rule, may be 
noted in the subcapsular zones of the lens and ul- 
timately progress to the stage of complete opaci- 
fication. The treatment consists in extraction of 
the lens and, because of the age of many patients, 
a linear extraction or Homer-Smith procedure is 
indicated. The prognosis is favorable. Allevia- 
tion or improvement of the skin condition has no 
appreciable effect upon the ocular lesion. 
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COMPRESSION FRACTURES OF THE SPINAL COLUMN 


JOHN C. IVINS, M.D. 
Rochester, Minnesota 


T HE INCREASING complexity of modern 

life brings about an ever-increasing incidence 
of accidents, at work, in the home and on the 
road, and as the violence of these accidents tends 
to increase, the treatment of fractures comes 
to occupy more and more of our time. We see 
many more “broken backs” than we formerly 
saw. A “broken back” was an especially com- 
mon injury during the recent war, and the dread- 
ful connotation of the term itself has been dis- 
pelled in part by the lessons learned in treating 
those injuries. 

Fractures of the spinal column may be con- 
veniently divided anatomically into three groups: 
(1) fractures of the transverse and spinous pro- 
cesses which serve for the attachment of muscles 
(these frequently are over-treated, to the detri- 
ment of the patient) ; (2) fractures of the verte- 
bral bodies, which transmit weight; and (3) frac- 
tures of the laminas, articular processes and ped- 
icles which form the neural arch behind. 

In the limited time available, I wish to discuss 
some important aspects of fractures of the ver- 
tebral bodies. Such fractures form the ma- 
jority of those we see in practice. They result 
from automobile accidents or falls, usually from 
some height, and they often occur in certain 
sports, such as tobogganing ; they may occur from 
trivial injury, such as a fall on a rug, or going 
over a bump in a car, especially in the aged, who 
usually have some degree of osteoporosis of the 
spinal column, They occur not infrequently when 
a weight falls on the patient’s back or shoulders. 

In all these instances, the injury usually occurs 
at the junction of a movable with an immovable 
portion of the spinal column. The most fre- 
quent injury is to the twelfth thoracic and first 
lumbar vertebrae. Often two adjacent verte- 
brae are crushed, and at times one sees two in- 
jured segments, separated by one or more normal 
vertebrae. 

Most fractures are sustained while the spinal 
column is in flexion. Extension fractures are 
rather uncommon, but they probably occur more 
frequently than we supposed in the past. In 


Dr. Ivins is a member of the Section on Orthopedic Sur- 
gery, Mayo Clinic, Rochester, Minnesota. 
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many cases, complete paraplegia following an in- 
jury in which no bony damage can be demon- 
strated in the roentgenograms recently has been 
shown to be due to hyperextension injuries with 
rupture of the anterior longitudinal ligament and 
then spontaneous reduction. 

Depending on the direction the flexion force 
takes, the injury may be wedging of one or more 
vertebrae, comminution of a vertebral body or the 
more serious fracture-dislocation. As the hyper- 
flexion force is applied, the anterior portion of 
the body of one vertebra gives way and is 
crushed by the impact of the vertebra next above 
or below, the articular facets and pedicles acting as 
the fulcrum for this force. The angle at which 
the force is applied seems to determine the extent 
of the comminution. Impaction of the fragments 
and the muscle spasm incident to the injury tend 
to fix the deformity. There is a variable amount 
of damage to the involved intervertebral disks. 
Fortunately, the strong anterior common ligament 
usually remains intact, thus enabling the surgeon 
to reduce the deformity in these fractures by 
hyperextension with little danger of doing dam- 
age. 
After a fall or a hyperflexion injury, the pa- 
tient may get up and walk, or even return to work, 
with a compression of one or more segments 
which cannot be demonstrated by physical exami- 
nation. Usually, however, the patient will com- 
plain of fairly well-localized back pain, with or 
without radiating pains. The most reliable sign 
is tenderness over the spine of the broken ver- 
tebra, accompanied by a variable amount of 
muscle spasm. Kyphos may be produced in the 
presence of more severe injuries. Good antero- 
posterior and lateral roentgenograms of the spinal 
column should be made in every case of sus- 
pected injury to the spinal column. 

The fractures of vertebral. bodies under dis- 
cusSion are best shown in the lateral views ; when 
the true status is doubtful, oblique views should 
also be taken if there is any question of damage 
to the neural arch or articulation. There is not 
sufficient time for me to dwell upon the mani- 
festations of damage to the spinal cord or the 
nerve roots. The cord is so well protected by 
its fluid bed and covering membranes, and it fits 
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so loosely in its bony canal that it escapes injury 
in the majority of spinal fractures. It goes with- 
out saying, however, that every patient who has a 
suspected fracture of the spinal column should 
have a neurologic examination. This need not 
be elaborate. If the patient can move the arms 
and legs, if there are no gross sensory distur- 
bances, if the deep reflexes are normal and if 
there is no disturbance of bladder or bowel func- 
tion, there probably is no appreciable injury to 
cord or nerve roots. 

Proper treatment of these fractures begins 
when injury to the spinal column is first sus- 
pected. The segments of the trunk above and 
below the site of injury are powerful levers and 
can be made to inflict more damage if the patient 
is improperly handled. Nothing is more im- 
portant to the eventual well-being of the patient 
than skillfully administered first-aid treatment. 

After diagnostic roentgenograms have been 
made, and a compression fracture of one or more 
segments has been found, preparations are made 
to immobilize the spinal column in a position 
of hyperextension, with or without reduction of 
the deformity. Some patients cannot tolerate the 
hyperextension position for many days after the 
injury, even when the deformity is minimal in 
the fractured vertebra. In these patients, paraly- 
tic ileus is likely to occur. For this reason, we 
feel it is best to put the patient to bed for a few 
days on a curyed Bradford frame or simply flat 
on a hard bed before attempting reduction or 
immobilization in plaster. Morphine should be 
used sparingly, if at all. If paralytic ileus oc- 
curs, it is actively treated with the application of 
hot stupes to the abdomen, parenteral admin- 
istration of prostigmine or pitressin, insertion of 
a rectal tube, withholding of food and fluids by 
mouth, and the intravenous administration of 
fluids. If necessary, the patient can be placed 
flat in bed on a fracture board until normal 
intestinal activity is restored. An indwelling 
catheter may be required during the first few days 
after injury. 

When it is certain that the hyperextension posi- 
tion can be tolerated, then it is safe to proceed 
with reduction and immobilization. With the 
patient under the influence of analgesia pro- 
duced by a substantial hypodermic injection of 
some agent, or with anesthesia when required, the 
patient is put in position for postural reduction. 
Generally, the weight of the body will suffice, 
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but gentle pressure with the hand can be exerted. 
When the full hyperextended position has been 
reached, a well-moulded plaster is applied; this 
must extend in front from the suprasternal notch 
above to the symphysis pubis below. 

Immediately after application of the plaster, 
the patient is turned frequently to avoid pul- 
monary congestion and to assist in the prevention 
of ileus. After twenty-four to forty-eight hours 
the patient is allowed to be up, and then may be 
discharged to out-patient care. ; 

These fractures are slow in consolidating ; the 
mistake is commonly made of removing the plaster 
too soon, In any event it seems safe to say that 
flexion movement must not be allowed earlier than 
four months after injury. In the case of the 
comminuted fractures, it may be necessary to 
continue plaster immobilization for six months 
or longer. 

Throughout this period of immobilization in a 
plaster jacket, exercises for the spinal and ab- 
dominal muscles are practiced regularly. A good 
system is to teach the patient a regular schedule 
of doing these exercises so many minutes out of 
each hour ; they cannot be overemphasized. These 
exercises maintain the tone of the spinal muscles, 
and if they are properly done the strength of the 
supporting musculature should be greater at the 
end of immobilization than it was prior to frac- 
ture. Furthermore, such exercises tend to pre- 
serve normal flexibility in the spinal column and 
help in maintaining the patient’s confidence in his 
recovery. 

When a sufficient period of immobilization has 
elapsed, and roentgenograms show satisfactory 
bony healing, the plaster jacket is discarded. If 
the exercises have been faithfully done, it should 
not be necessary, in the average case, to apply a 
convalescent brace, such as the Taylor brace. 
However, these fractures commonly occur in 
people who work hard with their backs, and in 
such instances an additional period of strength- 
ening exercises may be necessary. For this pur- 
pose, regular gymnasium exercises are best; two 
or three months may be required for this phase 
of the treatment. 

The problem of these flexion fractures of the 
spinal column extends. beyond their recognition, 
reduction and immobilization. The average 
period of incapacity after one of these fractures 
is from six to twelve months, depending on the 
severity of the injury and the occupation of the 
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patient. However, there are often residual and 
persistent complaints which extend beyond this 
period, and these are due to secondary tissue 
damage. 

In unreduced fractures with a residual kyphos 
there may be considerable static pain caused by 
poor alignment and strain on the intervertebral 
articulations. Nonunion of the fragments, which 
may not be apparent in roentgenograms, is a fre- 
quent cause of pain. The intervertebral disk 
always suffers a variable amount of damage which 
may lead to narrowing of the interspace, a re- 
duction in the size of the foramina, and perhaps 
radiculitis. Late posttraumatic necrosis, so- 
called Kiimmell’s disease, may occur. Localized 
hypertrophic spurring probably occurs in the ma- 
jority of cases, no matter how well the patient 
is treated, but this alone generally is not the 
cause of symptoms. The intraspinous and inter- 
spinous ligaments, of course, are always injured 
at the time of fracture, and this injury is per- 
haps the greatest single factor in the production 
of persistent pain. Stresses and strains on these 
injured ligamentous structures manifest them- 
selves by deep-seated pain and tenderness asso- 
ciated with muscle spasm. This may cause the 


disability to be protracted over a year or more. 
Encroachment upon the intervertebral foramina 
in these crushing fractures at the thoracolumbar 
junction may produce pain which extends along 
the ilio-inguinal or iliohypogastric nerves. 


In a minority of cases, persistent deformiiy 
with static pain, continued relaxation of the sus- 
taining ligaments, or reactive spasm of the muscles 
which will not yield to conservative treatment, may 
require a fusion operation. Before this is done, 
the surgeon must be sure that the pain is well 
localized, that it is aggravated by exertion and 
that it is completely relieved by rest or the use of 
a back support. 

Many of these injuries have industrial or in- 
surance ramifications, so that the surgeon often 
will be called upon to evaluate the disability in- 
curred. As far as compensation is concerned, it 
must be concluded from the foregoing that the 
period of active treatment varies from six to 
twelve months and that, on the average, the pa- 
tient will not be expected to return to work in 
less than twelve months. Furthermore, there may 
be late sequelae requiring treatment that will be 
declared compensable. 

A good general rule is to allow 20 per cent 
total disability if, on final recovery, there is 
useful strength and motion up to 75 per cent 
of normal, with relative freedom from muscle 
spasm and pain. Thirty-five per cent total dis- 
ability must be allowed if recovery is adjudged 
to be up to 50 per cent of normal, and finally, 
about 65 per cent total disability must be allowed 
if recovery is adjudged to be 25 per cent of nor- 
mal. Each case must be judged on its own merits, 
but these are good general points. 





“SOCIALIZED MEDICINE AS I SAW IT” 
Excerpts from a recent address by Dr. Ralph J. Gampell 


‘ Nine years ago I graduated from medical school and 
began as an intern in a hospital in Great Britain. Four 
months ago I began as an intern in a hospital here in 
the !'U. S. What happened in those intervening years? 
The Government health scheme of Great Britain. After 
coming back from five years of service wiith the Medi- 
cal Branch of thé ‘Royal ‘Air Force, I entered a large 
general practice in-an industrial area in Great Britain 
and that, of course, is the clue as to why I am here. I 
have worked under: this British Government Health 
Service and found. it-so objectionable, both personally 
and as a physician, that I felt compelled to break all my 
ties—and they are’ real ties—-with home annd friends 
and professional background: and come to start afresh 
—and from the bottom—in a new country. You see 
there are some things that are not worth doing’ at any 
price and working. that,jsort of government medicine 
seemed to me so intolerable that I made this momentous 
personal decision‘! And’ I am not alone in’ making: this 
break. You. won’t see, many .of my British colleagues 
here in the U. S. because the problem of obtaining dol- 
lars is almost: an insutmountable one for Englishmen. 
But they gre streaming. out of, Great Britain td the 
British Dominions. This is hardly the .action of men 
who are happy in’the ‘practice ‘of their ‘chosen’ ‘profes- 
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sion. Believe me, one does not make such a decision 
readily. 

Over here you have been led to believe that the vast 
majority of British doctors are in favor of this scheme. 
The figure has been quoted to you that. considerably over 
90 per cent of them have already joined. The pre- 
sumption, of course, is that they joined willingly. Noth- 
ing can be further from the truth. Let me use my own 
case as an example. Before the introduction of gov- 
ernmental medicine in July, 1948, England had a 
system which is little known here in the U. S. When 
a doctor wished to settle in some area, it was not the 
usual custom for him to just hang up a shingle. In 
the normal course of events, he would succeed to the 
practice of a doctor who had died, or more often, a 
doctor who had retired, and for the succession he would 
pay a purchase price usually calculated at 114 times the 
annual gross taking of the practice though in particu- 
larly favorable areas this could go up to 13%4 or even 
twice the annual gross. Now these are not small sums 
of money. 

In the practice to which I went—not an xspecially 
large one—the annual. gross was approximately $8,000. 
Therefore, it cost me $12,000. Now as you can imagine, 
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TREATMENT OF DEAFNESS WITH HISTAMINE 


G. L. LOOMIS, M.D. 
Winona, Minnesota 


A PUBLICATION by Hallberg and Horton’ 
on the treatment of sudden nerve deafness 
by intravenous administration of histamine has 
prompted the writer to attempt a review of sixteen 
similar cases that he has seen in routine office 
practice. At the time these cases were treated, no 
thought was given to the possibility of the review ; 
hence some of these case reports may seem incom- 
plete. However, certain knowledge has been 
gained from the observation of this group of 
nerve deafness cases which may help evaluate fu- 
ture patients. 

The age group varied from thirty to sixty-seven 
years. The onset varied from a few days to six 
months or longer. Not all the patients had pure 
nerve deafness. After explaining to them that no 
definite assurance could be given regarding the 
outcome, I treated eleven patients with nerve deaf- 
ness, two with conductive deafness, and three with 
mixed deafness. No otosclerosis cases were in- 
cluded in the survey. Horton® stated that while no 
improvement could be expected except in patients 
who had had a sudden onset of nerve deafness, 
there might be an improvement shown in those 
with a conductive deafness but the chance would 
be very slight. Hallberg? stated that sometimes 
one can tell beforehand if the patient is going to 
have a good result. Usually sudden deafness in 
older people is caused by some vascular accident 
to one ear; however, once in a while it may be 
caused by sudden’ edema, and these people are the 
ones who should benefit from vasodilating drugs 
such as histamine. One can never tell in advance 
which has the hemorrhage and which has the 
edema. Further observation is still necessary. The 
following cases are reported as showing the most 
startling results. 


Case Reports 


Case 1—B. J., a man, aged forty, came in on. May 9, 
1946, complaining of a sudden loss of hearing and a 
buzzing sound in the left ear, which occurred after rid- 
ing in a car by an open window. An audiogram (Fig. 1) 
was taken and showed a marked decrease in hearing in 
the left ear. Intravenous histamine. injection was begun 
on May 10 and continued for three days. using Horton’s 
method‘ of 250 C.c. of 1:250,000 dilution, the duration of 
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the injection usually lasting from one and a half to two 
hours. The patient noticed such a marked improvement 
that the injection was discontinued and another audio- 
gram was taken on May 14 (Fig. 1), showing the 
prompt restoration of hearing which occurred. On Feb- 
ruary 24, 1947, the patient was re-examined and the 
hearing was found to be still further improved. 


Case 2—Mrs. L. R., aged thirty-six, was first seen 
November 11, 1946, complaining of a buzzing noise in 
the right ear along with a sudden loss of hearing. Ex- 
amination revealed no disease, but an audiogram (Fig. 2) 
showed the hearing very markedly reduced in the right 
ear and normal in the left ear. She was started on hista- 
mine intravenously in the same manner as in Case 1. 
Injections were given on November 12, 13, 14, and 15. 
An audiogram (Fig. 2) taken November 20 showed the 
hearing had improved from total loss for speech to only 
3.4 per cent loss. The patient has had no more complaints 
referrable to this condition, and an audiogram taken 
recently (Fig. 2) shows her hearing the same. 


Case 3—Mr. B. P., aged thirty, was first seen on 
January 27, 1947, with a history of a buzzing noise in 
the left ear with sudden loss of hearing. An audiogram 
taken on this date showed considerable loss of hearing 
for high tones, with the left ear down in the 60 decibel 
level for 2896, 4096 and 5792. Intravenous histamine in- 
jection was begun on January 28 and given for four con- 
secutive days. An audiogram taken on February 10 
showed the patient much improved with the hearing loss 
for the same three tone levels at 20 decibels. Another 
hearing test taken on February 10, 1947, showed essen- 
tially the same results (Fig. 3). 

Case 4.—Mrs. L. S., aged sixty-seven, was first seen 
on September 2, 1947, complaining of ringing in both 
ears and sudden loss of hearing in the right ear. She had 
been wearing a hearing aid for some time. An audio- 
gram showed a marked reduction in hearing on, the right 
ear and a still greater deafness of a very long standing 
on the left ear (Fig. 4). Intravenous histamine was be- 
gun on September 3, and given on four consecutive days, 
at which time she noticed some improvement. Three 
months later, having seen two otolaryngologists in Saint 
Paul, Minnesota, who recommended further treatment, 
we gave her another course of histamine, therapy ‘con- 
sisting of eleven corisecutive injections: ‘In addition she 
followed this at home with nicotinic acid, both orally and 
parenterally. Numerous audiograms were taken shortly 
after the last injection, and they all showed. consider- 
able improvement. The latest (Fig. 4), taken one year 
after the first treatment, showed the hearing . to bé very 
nearly normal for a woman of her age.. She has discard- 


ed her hearing aid. ‘and has an entirely new Personality 


and outlook on life. | 
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Case 5.—Mr. W. M., aged sixty-seven, was first seen 
on November 20, 1947, complaining of sudden loss of 
hearing in the right ear of two days’ duration. He also 
stated that his left ear had had very poor hearing for 
twenty years. An audiogram (Fig. 5) taken November 
20 showed very marked hearing loss in the right ear and 
considerable loss in the left ear. Histamine injections 
were begun the same day and repeated on the following 
three days. He supplemented this treatment with nico- 
tinic acid orally and parenterally. His next audiogram 
was taken on February 25, 1948, showing the hearing not 
only improved in the right ear but also registering some 
improvement in the left ear which had been regarded as 
totally deaf for the past twenty years. 


Case 6—Mr. E. V., aged forty-eight, was first seen 
January 7, 1949, complaining of poor hearing in both 
ears for twenty years, especially the last few weeks. 
Examination showed a right chronic otitis media non- 
suppurative, and a left chronic otitis media mucopurulent. 
His hearing was reduced to a whispered voice 6 inches 
right, 2 inches left, spoken voice 3 feet right, 2 feet left, 
increased bone conduction and a bilateral negative Rinné. 
He was given nicotinic acid, 50 mg. tablets three times 
a day. An audiogram taken on January 7, 1949, showed 
the hearing loss to be 32.5 per cent right, 56.4 per cent 
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Fig. 4 


left. He returned January 31 and said he could hear 
better, which was borne out by the audiometer reading 
showing 30.5 per cent right, 22.1 per cent left. 
He was given intravenous histamine injections four 
consecutive days as in the other cases. The hearing on 
February 14 had improved to whispered voice, right 2 
feet, left 2 inches, spoken voice right 8 feet, left 6 feet. 
The Rinné tests were now plus, minus. A later exami- 
nation on August 4 showed whispered voice 6 feet each 
ear, spoken voice 10 feet, with audiometer reading giving 
19.7 per cent loss right and 9.9 per cent loss left. The pa- 
tient states that both he and his family are very much 
aware of his improved hearing (Fig. 6). 


Case 7.—Mr. L. K., aged forty-nine, was first seen on 
February 8, 1949, complaining of a hearing loss for about 
three days, but further questioning showed that for sev- 
eral years he had known that his hearing was not normal. 
Examination showed a nerve deafness, hearing whis- 
pered voice right 1 foot, left 2 inches poorly; spoken 
voice right 4 feet, left 2 feet. He was given three intra- 
venous injections of histamine on February 10, 11, and 
12 and nicotinic acid, 50 mg. by mouth. An audiogram 
taken February 15 showed a marked improvement, name- 
ly, 30.9 per cent right and 14.8 per cent left. Rinné test 
showed positive each ear, whispered voice right 1 foot, 
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left 2 inches, spoken voice right 25 feet, left 25 feet. 
A recent audiometer reading taken on August 29 showed 
essentially the same result (Fig. 7). 


Case 8.—Mr. L. P., aged thirty-nine, was seen July 15, 
1949, complaining of a sudden onset of a buzzing-like 
tinnitus in the left ear for one day. This was accompa- 
nied by a severe attack of vertigo at the same time. 
There was a slight feeling of nausea but no vomiting. 
He also stated that he had noticed a lesser buzzing sound 
off and on for short periods for several years. He used 
to hear a pulse-like beat but not since the present at- 
tack occurred. A comparison of audiograms taken on 
July 15 and July 30 is interesting, showing a quick return 
to normal following four histamine injections as in the 
Previous cases. Symptomatically he was improved after 
two injections (Fig. 8). ' 


To be absolutely impartial, those cases which 
showed little or no improvement should be includ- 
ed in this report. There were five patients who 
showed no appreciable increase in hearing. Three 
of these cases of deafness had resulted from ex- 
posure to shell fire while in the military service. 
It had been explained to all of these that improve- 
ment might be questionable. There were three 
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patients who showed a slight improvement. By 
more careful choosing of these cases and limiting 
them to those having primarily nerve type deaf- 
ness, rather than including the conductive deafness, 
the percentage would look better. However, those 
of the other group who were improved are happy 
about the regained hearing and seem better adjust- 
ed socially. In addition, nearly all patients noticed 
an appreciable improvement in their general condi- 
tion and well-being which was not just a transient 
change. 

An explanation of the rationale of this form of 
therapy goes beyond the realm of this paper. For 
an interesting concept on vascular and fluid 
changes taking place through middle and inner ear 
dysfunction, reference should be made to an article 
published by S. H. Mygind* of Copenhagen. 


Summary and Conclusions 


Sixteen cases of deafness are presented as a 
series of cases to illustrate the relationship be- 
tween intravenous histamine injections and im- 
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TUBERCULOSIS OF THE UTERUS 
Report of Three Cases 


WILLIAM P. MULVANEY, M.D. 
Saint Paul, Minnesota 


HE PURPOSE of this paper is to present 

three cases of uterine tuberculosis, demon- 
strating the different symptom complexes which 
existed, and to illustrate the methods of treatment 
available for this disease. 

Tuberculosis limited to the female genital tract 
is uncommon. It is usually associated with a peri- 
tonitis of acid-fast origin.‘ The tubes are most 
frequently affected, while infection of the uterus 
and the cervix is more rare. Etiology of genital 
tuberculosis is generally considered to be by hema- 
togenous dissemination, although conjugal inocu- 
lation has been implicated unconvincingly in Eu- 
ropean literature.* The presently prevailing opin- 
ion holds that infection is descending and origin- 
ates outside the genital tract. The low incidence of 
tuberculous infection of the uterus, even in the 
presence of tubal infection, may be due to the 
monthly replacement of the endometrium before 
invasion by the bacilli can take place. Cases of 
uterine tuberculosis available for study signifi- 
cantly are associated with oligomenorrhea and 
amenorrhea. When ovarian function fails, endo- 
metrial replacement is inhibited, and tuberculous 
infection from the tubes is more likely. Menor- 
rhagia may then occur with deeply penetrating 
endometrial and myometrial lesions. 

The diagnosis of genital tuberculosis is usually 
made by biopsy, curettage, operation or autopsy. 
Available treatment includes the use of tuberculin, 
pneumoperitoneum,® irradiation, streptomycin and 
surgery. The first two methods have been given 
very little clinical trial. Until recently, surgery 
and irradiation used separately or in conjunction 
have been considered the best treatment for this 
disease. The value of surgery is established. X- 
ray therapy is said to stimulate production of 
fibroblasts and promote healing. It tends to pre- 
vent recurrence and to clear up residual granula- 
tion.?* 

The usefulness of streptomycin in pelvic tuber- 
culosis awaits evaluation, as very few cases are 
being reported, It is of known value in aiding 
healing of tuberculous sinuses and fistulas. It may 
also be of value in preventing dissemination, of 
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tuberculosis after operation. The surgical mortal- 
ity in toxic tuberculous patients is approximately 
twice that in nontoxic patients.’ Streptomycin 
may prove useful in preparing a patient with geni- 
tal tuberculosis for operation by reducing the tox- 
emia. Aronson and Dwight? have reported an ap- 
parent cure of endometrial tuberculosis in a young 
woman, using streptomycin alone. They gave 1 
gram daily for 129 days. 


Case 1—A twenty-eight-year-old Filipino came to the 
clinic because of vaginal bleeding of ten days’ duration 
and slight suprapubic pain. Periods had been regular, 
lasting seven days monthly. There had been no pregnan- 
cies since the death of her three children during the 
Japanese occupation. They had died within six months of 
each other at the ages of four years, two years, and 5 
months of “bronchitis.” Physical examination limited 
pathology to the pelvis. The uterus was asymmetrically 
enlarged to the size of a ten weeks’ pregnancy and was 
firm in consistency. The cervix was eroded and polyps 
were present. The urine, a hemogram, a Friedman test, 
and a roentgenogram of the chest showed nothing ab- 
normal. The polyps were removed, the uterus curetted 
and a cervical biopsy taken. The three specimens con- 
tained numerous foci of giant cells, caseation necrosis, 
epithelioid cells and lymphocytes arranged in tubercle 
formations. Tubercle bacilli were identified after staining. 

The patient refused admission until pain recurred. 
Pain returned in the left flank, and the urine was loaded 
with erythrocytes. An intravenous pyelogram located an 
acutely kinked and dilated ureter and left hydrone- 
phrosis. Bed rest alleviated the pain, and the urine 
cleared. Urine cultures and guinea pig inoculations were 
negative. Since the curettage there had been three epi- 
sodes of scant vaginal bleeding lasting four days. Pelvic 
findings were essentially the same, except for the cervicitis 
which had become more severe. Observations showed a 
daily fever of 101°. Repeated sedimentation rates were 
about 45 mm. The hemogram: red blood cells, 4,100,000; 
white cells, 6000; polymorphonuclear cells, 57; lympho- 
cytes, 33; eosinophiles, 10; platelets, 170,000. The hemat- 
ocrit was 36. Blood urea nitrogen and creatinine were 
normal. A roentgenogram of the chest was unchanged. 
The stools contained the ova of hookworm and endameba 
hystolytica, as did those of nearly every patient in the 
hospital. In the light of past experience, the latter were 
discounted as contributing much to the patient’s toxicity. 
The patient appeared well nourished and in apparent 
good health.. Search for foci of extragenital tuberculosis 
was unsuccessful. The urinary tract was suspected but 
culture of twenty-four-hour urine specimens were nega- 
tive. 

One gram of streptomycin was given daily. After 
five weeks the temperature had.dropped to normal and 
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TUBERCULOSIS OF THE UTERUS—MULVANEY 


Fig. 1. Case 1. Lesion in the myometrium. 


the sedimentation rate leveled at 5 mm. There was a 
5-pound weight gain, but the cervicitis and uterine en- 
largement remained. At laparotomy, a bilateral salpingo- 
oophorectomy and panhysterectomy was done removing a 
cuff of thickened vaginal tissue. Several “rice grain” 
nodules were noted under the serosa of the cecum. The 
remaining abdominal organs appeared uninvolved. The 
postoperative course was uneventful and the highest 
temperature was 99°. Streptomycin was continued. Ir- 
radiation therapy facilities were unavailable. Three 
weeks postoperatively the patient left the hospital against 
advice of the staff and refused to take streptomycin as 
an out-patient. She returned in two months with hema- 
turia and left lumbar pain, which again subsided without 
definitive treatment. Urine inoculations of guinea pigs 
were reported positive for tuberculosis. The patient re- 
fused therapy but was seen four months later. There 
were no complaints. She looked well and had continued 
to gain weight. 

Examination of the organs excised showed generalized 
tuberculosis. The uterus contained tubercles in the endo- 
metrium and serosa. The myometrium was only slightly 
involved. Tubercles were present in the muscularis of 
the cervix, and the submucosa was infiltrated with 
lymphocytes. The blood vessels of the adnexa were 
surrounded by tubercles and caseating areas. The tubes 
bulged with fibrocaseous and fibrocalcific lesions, and 
the epithelium was almost completely destroyed. The 
Ovaries contained numerous fibrocaseous areas. The 
process in the uterus seemed to be more productive than 


that in the tubes and ovaries where there was more 
necrosis. 


Case 2.—A forty-two-year-old American woman in 
seemingly good health sought treatment for a severe 
aching lower abdominal pain of three months’ duration. 
The pain had gradually increased and had become dis- 
abling. Five years previously she had bled copiously and 
was curetted. She was told she had fibroids and was too 
ill for operation. Radium therapy of unknown quantity 
was given. Thereafter her menses were scant in amount 
and lasted three days. For the past ten months there 
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Fig. 2. Case 1. Myometrium near serosal surface. 


had been no bleeding but pain was noted at the time of 
expected menses. 

Past history revealed only that her last illness had 
been childhood measles. There had been no pregnan- 
cies. Complete examination including a roentgenogram 
of the chest failed to show evidence of disease outside 
the pelvis. The uterus was symmetrical and the size of 
a three months’ pregnancy. It was resilient but firm. 
Tubes and ovaries were not considered notable. The 
cervix was fibrotic and the os stenosed by scar tissue. 
A probe could not be passed. The diagnosis of cervical 
stenosis secondary to radium therapy and hematometra 
was made and laparotomy performed. The uterus was 
enlarged, and the left tube was fibrosed, firm and par- 
tially calcified. The possibility of tuberculosis was sus- 
pected and a panhysterectomy and bilateral salpingo- 
oophorectomy done. Radiation therapy was given along 
with one gram of streptomycin daily. Healing of the 
wound was complete, and the patient recovered without 
incident. Streptomycin therapy was continued for sixty 
days. The pathologist’s diagnosis was tuberculous pyo- 
metra and healed tuberculosis of the tubes. 


Case 3—A thirty-six-year-old American woman was 
examined in an attempt to determine a cause for her 
sterility. There had been no pregnancy in seven years of 
marriage. The patient’s past history was not remarkable 
except for a “pneumonia” at the age of twenty-three with 
hospitalization for three weeks. She had been examined 
and given roentgenograms of the chest at yearly inter- 
vals since then without evidence of disease. Menarche 
was at thirteen. Periods lasted five days and arrived at 
regular twenty-nine-day intervels. For the past six years, 
however, the menses had become shorter and scantier. 
There was slight primary dysmenorrhea. Physical exam- 
ination and endocrine survey gave no hint as to the 
trouble. Pelvic examination showed nothing of note. 
The husband was given a urological survey and was 
found not to be at fault. An endometrial biopsy was 
taken to determine the presence of ovulation. Tubercu- 
lous endometritis was found upon microscopic examina- 
tion. No other tuberculous process could be found, nor 
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was the patient toxic. A panhysterectomy was done and 
both tubes and ovaries removed. X-ray therapy was 
given. Streptomycin was not available. Two years later, 
the patient had remained asymptomatic. 

The pathologist’s diagnosis was tuberculous endo- 
metritis and healed, calcified tuberculous salpingitis. 


Comment 

Radical operations were done in each case. X- 
ray therapy was used as a postoperative adjunct 
to treatment when possible. Streptomycin was 
used in two cases. In the first patient toxicity was 
reduced by streptomycin therapy, enabling the pa- 
tient to undergo operation at a reduced risk. 

The three patients recovered from their opera- 
tions promptly and without complication. Wound 
healing was complete and without sinus formation. 

Further clinical trial of streptomycin treatment 
of genital tuberculosis may be warranted when the 
patient is young and a salvage of the reproductive 
capacity is indicated. However, since tuberculous 
endometritis is seldom unaccompanied by tubercu- 
lous salpingitis, it is doubtful if fertility can be 
restored. 

When tuberculosis is limited to the genital or- 
gans by careful clinical investigation, radical sur- 
gety offers the patient the best chance for a cure. 
It has the advantage of eliminating diseased or- 
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gans from an otherwise normal body. This princi- 
ple has been used with success in other fields of 
surgery for tuberculosis. Streptomycin and X- 
ray therapy constitute valuable adjuncts to treat- 
ment. 
Summary 

The etiology and diagnosis of uterine tubercu- 
losis are briefly mentioned and the available meth- 
ods of treatment outlined. Three illustrative cases 
are reported which were treated by operation aid- 
ed by streptomycin and x-ray when available. No 
operative or postoperative complications were en- 
countered. Surgical removal of the diseased or- 
gans in an otherwise normal patient is the treat- 
ment of choice. X-ray and streptomycin therapy 
are valuable adjuncts to surgery. 
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“SOCIALIZED MEDICINE AS I SAW IT” 






(Continued from Page 156) 


after serving five years with the RAF I had no $12.000, 
I borrowed the purchase price from the bank. The 
coming of the National Health Service Act—a vast sys- 
tem of government medicine—made this long-established 
practice of buying and selling illegal. But it should 
be said in fairness that the doctors were not to be 
robbed of their practice value. A sum of some 264 
million dollars was appropriated as compensation. Pro- 
vided, and this is the vital proviso, provided that the 
doctor claiming compensation had entered the nation- 
alized medical scheme on or before July 5, 1948, he 
would be reimbursed. It will be clear to you that in 
my personal case I stood to lose no less than $12,000— 
not even my own at that—should the scheme come into 
operation on the appointed day and my head not 
be there to be counted. And that story applies to 
almost every doctor in Great Britain. As the govern- 
ment claims, the doctors in Britain are 99 44/100 per cent 
pure. 

As a general practitioner, I had registered with me, 
because of course in socialized medicine, we must have 
registrations; I had registered with me some 3,200 souls 
and this, believe it or not, was not the maximum. I 
could have had 4,000 and even more in certain excep- 
tional circumstances. I challenge any of you listening 
to me to have even a conception of what is entailed 
in being responsible for the health of that number of 
people. 

In America there is one doctor for substantially less 
than a thousand persons. I used to do three one-hour 
office periods each day. And I could expect twenty 
people and more in one of these periods; that is an aver- 
age of three minutes per patient. And I have made as 
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many as thirty-six house calls in one working day in 
addition to my work in the office. You will, I am sure, 
appreciate what sort of medicine this is. 

It is just what you would have expected. The illu- 
sion of “all for free” has taken firm hold and _ the 
national hypochondriasis has reached truly alarming 
proportions. The doctors’ offices are crowded to over- 
flowing and the urgent sick are forced to wait their 
turn while the doctor’s time is devoted to the mass of 
unnecessary demand on his professional skill. This 
impossible strain has meant inevitably that any case re- 
quiring more than the barest minimum of attention has 
to be got rid of as quickly as possible and this is done 
by referring the unfortunate patient to the nearest hos- 
pital, not because of any necessity for hospital facilities, 
but because what is needed is that thing which is in the 
shortest supply—the doctor’s time. 

The government’s original estimate for the first year’s 
operation was that they would need all the sum realized 
by the payroll withholding tax as well as an extra 520 
million dollars from the general appropriation. At the 
end of the first nine months, however, an extra ap- 
propriation of some 230 million dollars was needed to 
prime the pump—an elegant commentary on the accuracy 
of the political planners. And, of course, this “free 
for all” assembly-line medicine requires an ever-in- 
creasing, snowballing expenditure. As long as he is in 
possession of the right form, there is virtually nothing 
that the energetic patient cannot obtain—drugs, den- 
tures, toupees, surgical corsets, elastic hose, spectacles, 
hearing aids, all to be had for 'the asking, and how thev 
do ask. Before I left England I could regard myself 
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DIAGNOSTIC CASE STUDY 


ARTHUR H. WELLS, M.D., HAROLD H. JOFFE, M.D. and THOMAS MOE, M.D. 
Duluth, Minnesota 


Dr. J. E. Ecpanx: This fifty-three-year-old white 
lumberjack (Case A. 4516) had apparently been in good 
health until eight days before his death, when he devel- 
oped gradually increasing nausea, vomiting and marked 
weakness. After two days of illness he was hospitalized 
with disorientation, restlessness, weakness and_ slight 
jaundice. His temperature was normal or subnormal. 
His white blood cell count was 7,500 with a normal 
distribution of the white blood cells. He was given 
penicillin and 10 per cent dextrose in saline. There 
was some tenderness over the liver area but no enlarge- 
ment of the liver. The jaundice rapidly increased in 
severity and his disorientation progressed into a stupor 
and after forty-eight hours in the hospital he passed 
into coma. His eyes were open most of the time and 
there appeared to be a loss of the blinking reflex. There 
was frequent yawning and he appeared to be regaining 
consciousness much of the time until the last twenty- 
four hours. At no time did the physical examination 
reveal any additional evidence of an explanation for this 
rapid progression of a disease process. His pulse was 
good. The highest pulse rate was 116 per minute. 
There were no cardiac murmurs. The lungs were clear 
and the abdomen was relaxed and not distended. He 
expired on the sixth hospital day and the eighth day of 
apparent illness without regaining consciousness. There 
was no response to the antibiotic therapy and only a 
terminal rise of his temperature above normal. 

The past history revealed that the patient had injured 
his forearm in a saw two months preceding the appar- 
ent onset of his present illness. The extensive lacera- 
tion extended down to the radius and ulna, severing 
practically all the tendons on the palmar aspect of the 
forearm. The wound was cleaned and closed at 
another smal] hospital. © Penicillin, tetanus antiserum, 
and a unit of .“Red Cross Plasma” were given. He 
was released from the hospital as improved after ten 
days. The wound healed after approximately one month. 
There was no return of sensations or ability to flex 
the fingers or hand. 

Additional history revealed the continuous use of 
alcohol in excess over a long period of years. 


Dr. A. H. Wetts: The case is now open for diag- 
noses. 5 


Physicians: Infectious hepatitis, acute catarrhal jaun- 
dice, acute homologous serum hepatitis, acute yellow 
atrophy of the liver, cancer of the pancreas or biliary 
tract. 


_ From the Department of Pathology and Graduate Educational 
Service, St. Luke’s Hospital, Duluth, Minnesota. 


Fesruary, 1950 


Dr. A. H. Wetts: What were the features which 
led you to the proper diagnosis, Dr. Urberg? 


Dr. S..E. Urserc: Sixty days after having received 
pooled plasma this man developed a rapidly increasing 
jaundice, disorientation and weakness progressing to 
coma and death within a very short period of time. 
The diagnosis is homologous serum hepatitis until proved 
otherwise. 


Fig. 1. Phosphotungstic acid and hemotoxylin stain revealing 
cellular debris and absorption in central zone, extreme liver cell 
degenerative changes and inspissated bile in canaliculi. 


Necropsy 

The postmortem examination of this fifty-three-year- 
old well nourished, embalmed, white male was essentially 
negative except for the fatal acute hepatitis and asso- 
ciated toxic changes in no other organs. The 820 
gram liver was uniformly shrunken to approximately 
50 per cent its usual size. There was a dirty grayish 
green color of outer and cut surfaces with accentua- 
tion of the contracted architectural markings. 

Histologically two-thirds of the liver cells were rep- 
resented by granular cellular debris located primarily 
in central zone areas. The remainder of the parenchymal 
cells were pale, swollen and had ill-defined nuclei and 
cell walls. These possibly viable cells were arranged 
in small groups and located in the periphery of liver 
lobules (Fig. 1). Bits of inspissated bile was found 
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in canaliculi and in the cellular debris. There was a 
moderately severe patchy neutrophilic infiltration of 
irregular distribution. 

Toxic changes of mild grade were demonstrated in 
the myocardium, spleen and kidneys. There were no 
cerebral lesions. 


Nomenclature Orientation 


There is no general agreement on terminology.?4:28,29 
It seems likely that the terms acute catarrhal jaundice 
and epidemic catarrhal jaundice will disappear from the 
medical literature to be replaced by such terms as in- 
fectious hepatitis, homologous serum hepatitis or virus 
I.H. hepatitis and virus S.H. hepatitis. The term acute 
yellow atrophy may also eventually suffer the same 
fate of oblivion or be used simply to designate an ex- 
tensive necrosis of liver of unknown etiology. Hepa- 
titis resulting from chemicals such as cinchophen, car- 
bon tetrachloride, chloroform, mushroom toxin, phos- 
phorous, arsenic compounds or caused by known bac- 
teria should be specifically designated as to cause. 


Virus Hepatitis 

Since there are no known susceptible lower animals 
or satisfactory culture media for the virus involved 
in virus hepatitis our knowledge is based upon clinical 
observations and experimental work with inoculated hu- 
man beings.16 The present consensus is that the dis- 
ease can be divided into two types, each of which will 
produce a permanent immunity against itself but appar- 
ently not against the other. One is a natural occurring 
disease in either sporadic or epidemic forms and is 
termed “infectious hepatitis.” The other “homologous 
serum hepatitis” is propagated by mistakes in which 
the contaminated serum or blood of a carrier or diseased 
person is introduced into a susceptible individual by the 
use of contaminated needles, blood and serum transfu- 
sions, vaccines, arsphenamine injections and even by sim- 
ple accident with a hypodermic syringe.1% 

Enfectious hepatitis is the fairly common and wide- 
spread condition formerly known as acute catarrhal 
jaundice. It is a disease primarily spread by fecal con- 
tamination of food and drink. Since the virus occurs 
normally in the blood stream, transmission by transfusion 
is also frequent. In the Mediterranean area alone it 
caused tens-of-thousands of cases of hepatitis in the 
United States Army troups, involving as many as 50 
per cent of a single command.” In spite of the low 
mortality of approximately 0.2 per cent it was one of 
the principal medical causes of death among our troups 
and the greatest cause of disability. 

Prior to World War II, homologous serum hepatitis 
was little understood by physicians of this country. The 
potential danger of any transfusion has been more 
recently emphasized.2»3,9,19,21 The incidence is as high 
as 11 in 2,443 transfusions of blood and serum?9 or 29 
times in 649 patients receiving dried pooled plasma.? 
In a general hospital among 936 transfused patients there 
were 20 who developed “possible hepatitis” and 12 
with “probable hepatitis.”15 The disease is an important 
problem in the conduct of a blood bank.1519 Although 
the morbidity of homologous serum hepatitis is approxi- 
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mately that of infectious hepatitis, its mortality has been 
found to vary from 0.2 per cent to as high as 41 per 
cent!2 in smaller group studies. 

One of the principal differences in the two forms of 
virus hepatitis is the 18 to 40 days incubation period 
for infectious hepatitis and 60 to 120 days for serum 
hepatitis.17 Dilution, prolonged freezing and dehydra- 
tion apparently do not decrease infectability. Alcoholism, 
serious injuries and malnutrition?? accentuate thee dis- 
eases. Ultraviolet radiation of the serum,):28 gamma 
globulin prophylactic therapy2* and immunization by pre- 
vious infection protect against the diseases.?5 


Pathology 

The entire histogenesis of virus hepatitis3»5.10,20,22,29 
has been revealed by numerous liver biopsies and post- 
mortem studies. There appears to be no essential dif- 
ference in the two types. Early and mild changes consist 
of monocytic, neutrophilic and eosinophilic infiltration 
of periportal areas, swelling and pallor of liver cells 
particularly in the central zone. Progression of the 
disease results in necrosis of parenchymal cells, first 
in the central zone and if severe, large groups of liver 
lobules may be destroyed leaving the stroma untouched. 
In this stage there may be inspissated bile in the can- 
aliculi but not in bile ducts. There is a rapid absorp- 
tion of necrotic tissue. Healing generally results in a 
complete replacement of liver lobules by regeneration 
of the remaining liver cells.14 Several authori- 
ties5,10,11,20,26 haye observed progression of the proc- 
ess into a form of cirrhosis of the liver. The latter 
may be similar to or identical with the so-called “toxic 
cirrhosis” of Mallory in which there are large areas 
of stromal elements representing the skeletons of many 
liver lobules and not an accumulation of scar tissue. 

Concurrent lesions in other organs have been described 
such as, meningoencephalitis, acute regional lymph- 
node inflammation, orchitis, acute splenitis, myocarditis 
and interstitial pneumonitis.21/29 


Clinical Manifestations 


The different outbreaks of virus hepatitis reveal a 
close clinical interrelationship of the diseases of the 
two or more icterogenic agents. A history of other 
cases of the disease in the family or neighborhood or 
recent hypodermic injections may be useful. Following 
the variably long incubation periods there is described®* 
a prodromal or preicteric stage with tender liver en- 
largement, hyperbilirubinemia, bilirubinuria and leuko- 
penia. The acute stage is frequently precipitus in the 
onset of its characteristic signs and symptoms. In one 
large series® the frequency of observation of signs and 
symptoms were as follows. malaise 100 per cent, nausea 
and vomiting 100 per cent, anorexia 100 per cent, dark 
urine 100 per cent, abdominal discomfort 95 per cent, 
jaundice 78 per cent, light stools 71 per cent, fever 64 
per cent, palpable liver 57 per cent, constipation 57 per 
cent, generalized aches and pains 35 per cent, pruritus 
7 per cent, rash 7 per cent and diarrhea 7 per cent. Lass- 
itude, chilly sensations, bloating, arthralgia, and myalgia 
are nearly always present. The clinical picture frequently 
does not reflect the severity of liver damage in the acute 
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phase. The temperature is generally elevated in infectious 
hepatitis but is frequently normal in homologous serum 
disease. After continuous persistence or apparent recur- 
rence for from four to six months the disease is 
generally considered chronic. Ease of fatigue, mental 
depression and aching, soreness, fullness, heaviness or 
pain over the liver are the usual chronic manifesta- 
tions. Rarely the development of cirrohisis and its clin- 
ical signs are described as sequelae. 

Laboratory studies may reveal a normal] total white 
blood cell count with a mild lymphocytosis. The icterus 
index is generally elevated at some time during the 
disease, however isolated total serum bilirubin tests 
revealed high levels in only 83.8 per cent of 93 cases.1? 
The cephalin flocculation, cholesterol esters, galactose tol- 
erance and the bromsulphalein excretion (with normal 
serum bilirubin) have all been found to be of aid in 
identifying diffuse liver cell injury and were helpful in 
following the progress of the disease.3:12,18.21 Punch 
biopsy of the liver is by far the most accurate diagnostic 
aid. 

The diseases to consider in a differential study are: 
the: causes of mechanical obstruction of the common 
duct, virus pneumonia, infectious mononucleosis, acute 
brucellosis, amebiasis, malaria and the chemical aeaad 
toxins mentioned above. 


Treatment 


To date no antibiotic has been reported as specific 
for virus hepatitis. Gamma globulin has been found 
protective if used prophylactically.24 Adequate rest has 
been stressed by all authorities.1° One interpretation of 
this is complete bed rest until the serum bilirubin falls 
to 1.0 mgs. per 100 c.c. or until jaundice has cleared.1? 
Graduated activities may be permitted with disappear- 
ance of liver tenderness and a return of liver function 
tests to normal. With a recurrence of these signs com- 
plete bed rest must be reinstituted because of the possi- 
bilities of serious injury to the liver. 

A nutritious diet with high carbohydrate and protein 
and a low fat content is advised. Methiomine and 
vitamins are advised. Liver toxins including alcohol 
are contraindicated. 


Summary 


A fifty-three-year-old chronic alcoholic developed 
homologous serum hepatitis and expired sixty-eight days 
after receiving pooled plasma. The necropsy findings 
and an incomplete literature review of virus hepatitis are 
given. 
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The early diagnosis of tubercle remains one of the 
major problems of general practice. The standard of 
what constitutes early diagnosis has been considerably 
altered. In the days before the general use of chest radi- 
ography one had to depend upon the finding of abnormal 
physical signs in the chest or on the presence of the 
bacilli in the sputum—a stage nowadays considered too 
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late. In theory, of course, early diagnosis is quite easy. 
The chest is x-rayed and the problem is solved. But in 
actual practice things can work out very differently. 
The early signs are so slight, so varied, so indeter- 
minate, that unless a doctor is tubercle-conscious an 
x-ray may not be called for and precious time is wasted. 
—R. J. Perrtinc, M.D., Lancet, December, 1949. 
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MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA H. GUTHREY 


Rochester, Minnesota 


(Continued from the January issue) 


It is remembered by some of the early junior physicians, who long have been 
senior members of the permanent staff, that they came, as they recall their view- 
point, “to work with the Drs. Mayo”; they did not think of the firm and its 
facilities as a clinic. It has been noted in newspapers of that period that when a 
new worker, physician or not, joined the group, he “entered the employ of the 
Drs. Mayo.” As late as 1912, when a reception was given for Sir Bertrand 
Dawson, of England, it was held at the “Mayo Library.” 


It was in 1912, when the staff included a growing group of junior physicians 
and surgeons, that it seemed proper to choose a suitable and dignified title for them, 
and Dr. E. H. Beckman, it was said, suggested “fellows.” “Fellows of Mayo, 
Graham, Plummer and Judd” was unthinkable, “Fellows of St. Mary’s Hospital 
Mayo Clinic,” was unwieldy, and a second suggestion, “Fellows of the Mayo 
Clinic,” was adopted. This decision, it is believed, inaugurated the use of the 
name “Mayo Clinic” by the group concerned, although, informally and among 
themselves, the staff earlier had begun to speak of “the clinic.” 


In 1912, also, -when the offices had become congested and to some extent de- 
centralized, it was decided that an adequate new building, designed for clinical 
work, must be erected, and on October 12, 1912, the cornerstone was laid. As 
the Democrat announced, it was the intention of the firm of Drs. Mayo, Graham, 
Plummer and Judd (Dr. Stinchfield retired from active practice in 1906) to 
build a large structure, to cost'$100,000, for their clinical and diagnostic offices. 
The building was constructed on the site of Dr. W. W. Mayo’s first Rochester | 
home, which had been built in 1863. Although the Mayos and their associates, their 
offices and their work long had constituted a clinic, it was not until the new 
building was opened on March 6, 1914, housing under one roof all clinical facilities, 
including extensive laboratories, that the Mayo Clinic emerged into public recogni- 
tion as such. In 1914, for the first time, the firm used “Mayo Clinic” on their 
letterheads, above “Drs. Mayo, Graham, Plummer and Judd,” and then only 
after hesitation on the part of the Drs. Mayo, lest the title should seem ostenta- 
tious. 


On October 8, 1919, when Dr. W. J. Mayo and Dr. C. H. Mayo founded the 
Mayo Properties Association (beginning in 1947, Mayo Association), they said, 
in reviewing the history of the clinic and its name. “. ... the donors and their 
associates have adopted, as their copartnership name, the name which has thus 
been bestowed upon them.” A few years later the copartnership for medical 
practice became a co-operative association for medical practice. 

Even as the private practice was becoming a private group practice, better 
care of the sick and better education of physicians, in science and the humanities, 
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became to Dr. William J. Mayo and his brother a motivating purpose. The achieve- 
ment of the Drs. Mayo and their associates in care of the sick and in medical edu- 
cation has been and is a work of continuing growth and evolution. 


Conditions of Practice at the Close of the Century 

The advances in the art and science of medicine and surgery that were made 
in the last twenty years of the nineteenth century have been reviewed often by 
able historians. In Olmsted County, in that period, remarkable progress was 
made by private practitioners in the acquisition and application of the new knowl- 
edge. The county program of public health and public welfare was improved 
continuously and was carried out in co-operation with the Minnesota State Board 
of Health and Vital Statistics, of which at various times some representative 
physician of the county was a member. The physicians of Olmsted County main- 
tained fraternal accord with one another and with their confreres elsewhere. By 
the close of the century annoyance by unethical and irregular practitioners of 
medicine had become minimal. The Olmsted County Medical Society, which long 
had been functioning actively, was in excellent standing as part of the Minnesota 


State Medical Society, and it had creditable representation in the American 
Medical Association. 


Biographical Sketches* 

It is evident that in the evolution of medical practice in Olmsted County the 
influences that combat prejudice and make for liberalism and progress steadily 
gained in strength. Most members of the regular profession remained faithful 
to the tenets of their school. Many homeopaths ultimately embraced the regular 
school, as did many eclectic practitioners. All had their part in bringing about 
improvement. There were practitioners, of all types, who changed occupation for 
reason of loss of health or of greater interest or profit in other occupations. 
Others, because of lack of means or inclination to meet improving professional 
standards, as stringency of medical legislation increased, dropped out of the pro- 
fession. 

There follows what may seem to be an undue amount of biographical material. 
It is given, especially about some of the earliest physicians and about some who were 
longest resident in the county, because, as an outstanding historian has said, the 
personal element in biography makes for appreciation of truth. Notes are given 
here on all physicians of established schools in the county about whom informa- 
tion has been obtainable. Considerable detail is used, for such value as the record 
may have in the history of medicine in the state, regarding practitioners who, 
although they were in Olmsted County only a short time, at some period practiced 
elsewhere in Minnesota. Sketches appear of a few practitioners of the county who 
were not recognized physicans, for example, magnetic healers, cancer doctors, 
herb doctors, and so forth; in these, care has been taken to state plainly the avowed 
methods of practice. These practitioners are included with representatives of es- 
tablished schools because they were a well-known part of the medical scene and 
contributed to medical history of the county. 

Arthur Strong Adams, a graduate physician and surgeon aged thirty- 
five years, arrived in Rochester, ‘Minnesota, from Cleveland, Ohio, on March 
18, 1885, accompanied by his wife, Emma J. Ford Adams, to whom he had 
been married in Cleveland two days previously. 





*Although this article deals essentially with the years before 1900, the biographical sketches, whenever 
possible, cover the lifetimes of the subjects. When ingq ag | has been infeasible, or when it has not met 
with response, a résumé of data, believed to be authentic, has been used. 

Grateful acknowledgment is made here to the innumerable persons—relatives, friends and patients of the 
early physicians; editors, writers, librarians, physicians, county officers and other workers—who have given 
generous help, and to many others who have expresse¢ encouraging interest in the compilation of ‘the record. 
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A son of William H. Adams and Octa B. Strong Adams, pioneer settlers of 
Ohio, Arthur Strong Adams was born in Sheffield, Lorain County, Ohio, on 
February 10, 1850. A few years later the family moved to Delaware County, 
Ohio, where Arthur Adams received his academic education in the public 
schools and at Ohio Wesleyan University. He next read medicine with an 
established practitioner, and in 1876 (sometimes given 1875) was graduated 
with the degree of doctor of medicine from the medical department of 
Wooster University.t+ He entered practice in Cleveland, and during two of 
the ensuing nine years was assistant physician on the city board of health. 

Dr. Adams came to Olmsted County with two declared purposes: to re- 
gain his health and to specialize in major surgery. He early recovered his 
health. In the thirty-four years of his residence in Rochester his professional 
work, however, was mainly general practice, with emphasis on nervous and 
mental diseases and for a time on public health work. 


On June 30, 1885, Dr. Adams received Minnesota state medical license 
No. 1074 (R). His first professional card, in 1885, stated he specialized in 
mechanical surgery and that he was an expert in the use of electricity. The 
press added that Dr. Adams already was treating several chronic cases of 
catarrh with electricity and that if he could cure catarrh by that treatment 
he had struck a bonanza. Dr. Adams’ acquaintances have said that he “was 
always dabbling with electricity, electrodes, therapeutic appliances.” He 
gave galvanic treatment for prostatic disease; to the class in physics of the 
high school, in 1893, he demonstrated the operation of electric motors and 
of the Brush electric light, the kind then in use in the city. He is re- 
membered as an inventor of many mechanical devices, among which were a 
vacuum pump, and a cane that doubled as a medicine case. The cane sepa- 
rated into two main parts, the outer portion serving as the sheath of the 
inner section, which was fitted throughout its length with a tin trough in 
which rested medicine bottles; they rested none too securely, for occasion- 
ally when the cane was pulled apart, they all fell out. 


During his years in Rochester, Dr. Adams occupied several different of- 
fices, first over Hargesheimer’s Drug store, and from 1894 to 1903, ground 
floor rooms in the Brackenridge Building, in order to save his numerous 
rheumatic patients the inconvenience of climbing stairs. For the next three 
years he occupied a small detached frame building of considerable historical 
interest, it having been the original home, in 1864, of the First National Bank 
of Rochester. In Dr. Adams’ time this building, which had a high false 
front and a front porch with supporting pillars of the southern colonial type, 
stood well back from the sidewalk on Zumbro Street, on part of the site of 
the present Martin Hotel. After 1906 the doctor had space upstairs in the 
Ramsey Building. 


When Dr. Adams first came to Rochester, it is said, he began to practice 
without first observing the convention of introducing himself to physicians 
already established, an oversight that brought him the criticism of older 
practitioners. If at first careless of professional amenities, he was punctilious 
otherwise. He was a Mason, a Republican, an ardent prohibitionist. He 
became a supporter of the Young Men’s Christian Association, a member of 
the Minnesota State Historical Society, and of the local Six O’Clock Club. 


tIn 1881 the majority of the medical font of Wooster University joined with the faculty of the Cleve- 
land Medical College, which since 1843 had been the medical department of Western Reserve University. 
Within a year the name of the school was made “The Medical Department of Adelbert College of Western 
Reserve University.” In 1822 the board of trustees of Western Reserve University conferred the ad eundem 
degree of doctor of medicine upon all graduates of the Cleveland Medical College and upon such gradu- 
ates of the Wooster Medical Department prior to 1881 as desired it. 


Minnesota MEDICINE 





HISTORY OF MEDICINE IN MINNESOTA 


He was a prominent member of the Methodist Church, its Sunday School, 
Christian Endeavor and Sunnyside Club, attended church conferences, and 
occasionally occupied the pulpit in Rochester and in villages of the county. 

As he became known in the district, his country practice grew heavy, espe- 
cially in Kalmar Township, and in June, 1891, news items from Byron stated 
that Dr. Adams had fitted up an office in the J. B. Kendall house and would 
be found there Monday of each week. Tall, stout, heavy-jowled and florid, his 
brown hair parted low on the left, his mustache long and twirled at the 
ends, he became a familiar figure, and though he was quick-tempered and 
emotional, he was in general a kindly, friendly man who was well liked. In 
the early years he drove a horse to a light gig. When automobiles came, he 
had a Carter, a machine that was unpredictable under stress, the doctor’s 
acquaintances have said, as its owner; when a car or a horse could not or 
would not go, Dr. Adams might resort to oaths and blows, but he was quite 
as likely to kneel and pray. 

By the early nineties Dr. Adams had begun to figure in medical organiza- 
tions and was attending meetings of neighboring county societies in company 
with Rochester physicians, among them Dr. A. F. Kilbourne and Dr. W. J. 
Mayo. He had by then become a member of the Olmsted County Medical 
Society, of which he was president in 1892. -His name was on the roster of 
the Minnesota State Medical Society and of the American Medical Associa- 
tion. In July, 1892, he was a charter member of the Southern Minnesota 
Medical Association, its vice president in 1893-1894, its president in 1901- 
1902. Records show that he presented numerous papers before local medical 
groups on many subjects, including rheumatism, cirrhosis, concussion of 
the brain, influence of the nervous system on disease, diagnosis of spinal 
diseases, and on the therapeutic uses of electricity. 


He was preceptor to at least one medical student, a young man of merit, 
Patrick H. Manion, member of a well-known family of Eyota, who read with 
Dr. Adams from March to September, 1887. At the end of that time Mr. 
Manion entered Rush Medical College, from which he was graduated in 
1890. 

Dr. Adams was county coroner for two years from the autumn of 1894, 
and was intermittently county physician for the district comprising the city 
of Rochester and the townships of Marion, Rochester, Cascade and Haver- 
hill. 

In 1897 Dr. Adams was appointed city health officer of Rochester, a capacity 
in which he served for nearly fifteen years, with the exception of a period 
between 1906 and 1909, when Dr. J. E. Crewe held the office. Rochester 
grew rapidly after the turn of the century, there were many transients among 
its population, and the schools were large and were expanding. In 1911 
and 1912 there came obstinate and recurrent epidemics of scarlet fever which 
alarmed laity and physicians alike and officials of the railroads over which 
many persons constantly were. arriving in and departing from the city. Dr. 
Adams, as health officer, was working under a city council which in March, 
1912, rejected the offer of the Minnesota State ‘Board of Health to aid the 
city. in securing an expert special health officer to supervise medical inspec- 
tion of school children and to devote his entire time to public service in city 
and community ; the salary was to be $3,000, one-third paid by the state board 
and two-thirds by the city. Rochester was honored as one of the first 
cities in southern Minnesota to receive the offer of special help. When the 
city council refused this opportunity, the representative citizens of. Rochester 
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were indignant. At this point the council reappointed Dr. Adams to succeed 
himself as health officer. He was typical of health officers of that period 
in countless communities throughout the state and country, and in the scarlet 
fever epidemic of 1912 he was confronted with an emergency with which he 
obviously was not fitted to cope. Matters came to a head on May 1 of that 
year when a large group of citizens, businessmen and physicians, presented 
themselves before a meeting of the council, rebuked the council and certain 
aldermen, demanded Dr. Adams’ resignation, and proposed to seek at once 
the aid of the state board of health. Dr. Adams resigned, protesting only 
that his efforts had been hampered by interference. At the close of the hectic 
session, which took place between the hours of eight and twelve at night, a 
delegation proceeded by automobile to Mayowood, where they offered the 
vacant post of health officer to Dr. C. H. Mayo. Dr. Mayo accepted, and there- 
after for many years he directed the public health work of Rochester. 


After Dr. Adams retired as health officer, he returned to general practice. 
His chief intellectual hobby had always been the study of physical science. 
Increasingly from the early nineties he had become interested in psychic 
phenomena and also in the question of immortality, subjects on which he 
lectured before local groups and about which he began to write a book. 
Early in 1919, on inheriting a considerable fortune, it has been said, Dr. and 
Mrs. Adams returned to Ohio and thereafter made their home at Lakewood, 
on Lake Erie, near Cleveland. Dr. Adams’ name was listed in each issue 
of the Directory of the American Medical Association from 1919 through 1934, 
after which it did not appear. 

L. H. Aiken, who was born at Norfolk, Connecticut, about 1825, practiced 
medicine in Connecticut, and at Vineland, New Jersey, where he combined 
practice with operating a drug store. In the autumn of 1866 he came to 
Minnesota because of reduced health. After a short time in Saint Paul he 
came to Rochester, where with the exception of short intervals he spent the 
next twelve years. Throughout his residence he was a good and conserva- 
tive citizen, a prohibitionist, a member of the Congregational Church, a 
worker for the improvement of the city schools; in 1872 he was a member of 
the school examining committee. 

There is little evidence that Dr. Aiken practiced medicine actively in Olm-- 
sted County. It appears rather that he was a man of some means who chiefly 
conducted a loan and mortgage office; he had a brother who was at that time 
the president of the First National Bank of Chicago. At various times 
between 1867 and 1880 the doctor was associated in business with John 
Edgar, a citizen of Rochester, who for many years gave animation to the 
civic scene. For a time in 1867 and 1868 Dr. Aiken and his wife, a native 
of Hartford, Connecticut, left Rochester for Rockford, Illinois, where the doc- 
tor was engaged both as a real estate dealer and a druggist. Mrs. Aiken died 
in Rockford, and in 1869 Dr. Aiken returned to Rochester. 

On July 5, 1871, after a sedate courtship which is recalled by Rochester 
residents who then were school children, Dr. Aiken was married in Rochester 
to Miss Isabella Cutler, of Lexington, Massachusetts. Mrs. Aiken was a 
woman of charm and ability, who had been a member of the high school 
faculty since 1868 and, for a time, high school principal, the first woman to 
hold the position in Rochester The Aiken home was “on Third Street, south 
of the Court House,” the red brick house to be occupied forty years later by 
Dr. Georgine M. Luden. In the next few years Dr. and Mrs. Aiken spent the 
winters in southern travel for the doctor’s health. In Nassau, in March, 1880, 
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Isabella Cutler Aiken was stricken with yellow fever and died within a few 
days. Dr. Aiken, then rapidly failing, returned to Rochester to dispose of 
his property in preparation for spending his declining days in his native place. 
He died in Norfolk, Connecticut, on October 31, 1880. An obituary contained 
the following comment: “Trained from his early youth under one of New 
England’s truly great men, he died as he had lived, in the faith of his fathers.” 

Joseph Alexander (1826-1896) was from 1854 a useful citizen in Rochester, 
Minnesota, successively carpenter, furniture manufacturer and proprietor of 
a woolen mill. At all times he was an evangelist who believed in free thought 
and free speech, and, wherein this chronicle is concerned, an herb doctor. 
His factory, mill, and later a feed mill occupied sites on Bear Creek in south- 
eastern Rochester. The family home near by was not far from the spot where 
some years later Dr. W. W. Mayo had his farm home. In earliest years the 
neighborhood was a lonely one where inquisitive Indians and prowling black 
bears were the most frequent callers. 


Born in the Parish of Ramsbury, County of Wilts, England, Joseph Alex- 
ander came to America in 1844 accompanied by his bride, who had been 
Hannah White, daughter of a feed and coal dealer of the same parish. After 
a brief stay in Albany, New York, Mr. and Mrs. Alexander traveled to White- 
water, Wisconsin, where they lived nine years before settling in Minnesota. 

On a first trip of investigation into Minnesota Territory, Mr. Alexander 
caught a ride from La Crosse with a man and-his son who were driving to 
Oronoco. In the late afternoon of October 12, 1854, the party crossed the 
Olmsted County line and stopped for the night at a camping ground by a 
stream. “At the spring I found several of the campers sick and as I had 
some medicine with me and also understood what herbs to administer to 
the sick, this was my first practice in Minnesota.” 


This practitioner at no time claimed to be a member of the regular medical 
profession, although he long had an extensive practice and sometimes used 
the title “doctor.” His home was his office and there he had a medicine 
closet about 6 x 8 feet, lined with shelves on which were stacks of little white 
boxes that contained his herbs, powders and pills. After his death his daugh- 
ter, Mary, carried on the practice, combining it with practical nursing and 
midwifery. One of his early circulars is quoted here, in simplified form, be- 
cause it indicates the undertakings of a representative herb doctor in the 


second half of the last century, an honest man who played a part in the healing 
of the sick: 


Nature’s Remedies. Purely Vegetable! Dr. J. Alexander’s Herbal Remedies. Will purify 
the blood from all impurities. Use Dr. J. Alexander’s Vegetable Medicines for healing 
diseases, both chronic, acute and constitutional, such as: Blood poison, scrofula, salt rheum, 
neuralgia, la grippe, constipation, liver disorders, rheumatism, malaria, eczema and _ itch, 
worms, tape worm, and consumption. Heart disease, dyspepsia, indigestion, Bright’s disease 


and other kidney troubles, all lung diseases, sick headaches, croup, erysipelas, diphtheria, 
piles and catarrh. 


My Bitter Sweet Ointment for all aches and pains, rheumatism, pneumonia, cuts, burns, 
sprains and fever sores. Try it.and find out what it will do. 


Mrs, J. Alexander will prepare, and put up for sale, medicines for the diseased conditions 
peculiar to women. Will keep, also, Dr. O. P. Brown’s Tissue Builder for ladies, for the 
skin and complexion. 


My medicines are extracted by the cold process, so that they lose none of their virtues by 
heat. 


Please preserve this circular and I will call for it. 
Fepruary, 1950 
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In 1946 there were living more than a hundred descendants of Joseph and 
Hannah Alexander, many of them in Olmsted County. 

Joseph S. Allen (initials sometimes misprinted J. A., J. H., or J. L.), a 
member of the regular profession, physician and surgeon, came to Rochester, 
Minnesota, in March, 1865, from Crawfordsville, Montgomery County, Indi- 
ana, accompanied by his wife, who was in frail health, and their four chil- 
dren, two sons and two daughters. Dr. Allen announced that he had pur- 
chased the property known as Head’s Block on the corner of Main and 
College Streets, and that in one of the stores of the building he expected to 
establish a drug store. Mrs. Allen died in Rochester on December 26, 1868, 
after a protracted illness from pulmonary tuberculosis. 

Although Dr. Allen’s personal story is here incomplete and the family his- 
tory has not been learned, significant information has been gleaned. Dr. 
Joseph Allen, of Crawfordsville, Indiana, was present on June 6, 1849, at the 
historic medical convention held at Indianapolis and became a charter member 
of the Indiana Medical Society organized on that date. Dr. Joseph S. Allen, 
of Crawfordsville, served during the Civil War as surgeon of the Tenth 
Indiana Volunteer Regiment of Infantry. 

In Rochester, Dr. Allen was active in organizing the early Olmsted County 
Medical Society, the initial meeting of which was held in his office on April 
15, 1868. He served as president pro tem, submitted an acceptable constitu- 
tion for the society, was elected the first president, was appointed head of 
the committee on obstetrics, and was one of a committee of six to draw up 
the first fee bill. 

At the annual meeting of the Minnesota State Medical Society in Saint 
Paul on February 1, 1870, Dr. Allen became a member, and although he 
moved from the state two years later, his name remained on the roster 
through 1876. In 1871, having recently visited the Pacific Coast, he dis- 
cussed before the society the climate of California in relation to phthisis. 

From the memoirs of the late Dr. David Sturges Fairchild, of Iowa, who 
from May, 1869, to July, 1872, was a young practitioner of medicine in the 
village of High Forest, Olmsted County, comes an anecdote that gives the 
only reference noted to Dr. J. S. Allen’s age and cites an incident in his prac- 
tice. During the winter of 1870 Dr. Fairchild was called on a case of puer- 
peral convulsions, the first of the sort he had seen. At the end of some 
thirty-six hours he confessed himself discouraged, and Dr. Allen was called 
in consultation. “To my great comfort the weather became so bad that 
Dr. Allen would not venture to return home. It was midwinter and 
the roads nearly impassable. Taking the roads together with the storm 
and Dr. Allen’s advanced age, there seemed no choice for the doctor but to 
remain all night.” In discussing treatment Dr. Allen decided against giving 
the patient morphine because it was too dangerous and “would be only piling 
congestion on congestion.” When both physicians had given the patient up, 
however, he agreed that under the circumstances the drug could do no harm, 
and Dr. Fairchild administered about one fourth grain of morphine; measured 
out on the point of a knife blade. The patient recovered. 

Although from 1865 to 1872 Dr. Allen maintained his home in Rochester, he 
was away months at a time, in Indiana or in the West, because of impaired 
health. In April, 1872, convalescent after a stroke of paralysis, he disposed of 
his effects in Rochester and with his son, Joseph F. Allen, and his two dangh- 
ters, one of whom was an invalid, moved to Washington, in the region of 
Puget Sound. 
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The son, Joseph, F. Allen, who long was a resident of Yakima, was married 
at Oakland, California, in 1878, to Mary J. Furlow, daughter of John and 
Elizabeth Young Furlow, pioneer settlers of Olmsted County, and sister of 
Samuel C. Furlow, who for many decades was a resident of Rochester, 
prominent in business and in civic and educational enterprises. John Beard 
Allen, second son of Dr. Allen, was married to Celia Bateman of Rochester. 
For two and one-half years he studied law in the office of the Hon. Charles 
C. Willson of Rochester, and after being admitted to the bar, he also moved 
to the Northwest. John B. Allen became United States Senator from Wash- 
ington; he died in 1903. 

Wilson Adolphus Allen was born on March 6, 1834, in Pendleton, Madi- 
son County, Indiana,.and died in Rochester, Olmsted County, Minnesota, on 
May 11, 1934. He had been engaged in the practice of medicine sev- 
enty-four years, for seventy-two of which he had been a homeopathic phy- 
sician. He spent sixty-nine years in Minnesota, sixty-two of them in Olm- 


sted County. At his death he long had been the oldest practicing physician 
in the state. 


Wilson A. Allen was one of eight children born to William Allen, a native 
of North Carolina, and Sara Prather Allen, a native of West Virginia. The 
progenitors of this branch of the Allen family, Leonard stated, were three 
brothers of English extraction who came from Switzerland and settled in 
New England and the Carolinas in an early period of American history. 
Joseph Allen, a farmer, father of William Allen, immigrated to Wayne 
County, Indiana, in 1809. William, also a farmer, removed to Madison 
County, where he made his home; he died in 1875, at the age of seventy- 
seven years, while on a visit to his son in Rochester, Minnesota. In 1910 
there were living of the family, besides Dr. W. A. Allen, two daughters, 
Mrs. H. A. Mann, of Wells County, and Mrs. C. W. Wyany, of Hendricks 
County, Indiana, and Dr. Benjamin Frank Allen, of Glencoe, Minnesota. 


' Relationship between Dr. Wilson A. Allen and Dr. Joseph S. Allen, subject 
of a preceding sketch, has not been established, but it is interesting that the Chris- 


tian name, Joseph, was common to both families and that both groups were early 
in Indiana. 


Wilson A. Allen received his early education in the district schools and 
the seminary at Pendleton. Although for a short time he studied for the 
ministry, record shows that after his graduation from Franklyn College, 
Johnson County, Indiana, he returned to Pendleton Seminary for one year 
as instructor in mathematics and that thereafter for four years in Pendleton 
he conducted a drug store and during that time studied pharmacy. From 
childhood he had wanted to be a doctor, and in 1860 he began the study and 
practice of medicine under Dr. T. G. Mitchell (1827-1903), of Pendelton, a 
physician of the old school, with whom he remained five years. 


On October 25, 1855, Wilson A. Allen was married to Flora S. Huston, a 
daughter of John Huston and Anna Huston of Portsmouth, Ohio; John Hus- 
ton, a native of New York, was a builder of boats that plied the Ohio River 
and tributary streams. In 1856 Dr. and Mrs. Allen came to the vicipity 
of Cedar Rapids, Iowa, where they lived on a homestead for three years; 
in 1859 they returned to Indiana, and in 1865, because of the doctor’s ill 
health, they came to Plainview, Wabasha County, Minnesota, accompanied 
by members of the Huston family. Mr. and Mrs. Huston spent their old 
age in Rochester, where they died in their eighties in June, 1890, and May, 

Fesauary; 4950 °°! M 








174 





HISTORY OF MEDICINE IN MINNESOTA 


1891, respectively; they were survived by two daughters, Mrs. Allen and 
Mrs. W. L. Hardy, of Plainview. 


Dr. Allen came from Plainview to Rochester in September, 1872, taking 
over the practice that he had purchased in the preceding June from Dr. Ed- 
mund Beckwith, a homeopathic physician who was removing to Muncie, 
Indiana. In May, 1877, Dr. Allen entered partnership with Dr. Frederick 
R. Mosse, a young recent graduate of the Homeopathic Medical College of 
Chicago, who had come to Rochester a few weeks earlier They had a suite 
of offices in the Leland Building, which for decades was Dr. Allen’s head- 
quarters. The partnership was dissolved in the summer of 1879. Early in 
1879 Dr. Allen recognized the desirability of a degree in medicine, and in 
March of that year was graduated from the Hahnemann Medical College 
and Hospital of Chicago. 


For the next thirteen years Dr. Allen practiced alone, extending his already 
county-wide practice. Often in a surgical case, of hydrocele, uterine 
fibroids, nevus, hernia or other condition, in which the operation was per- 
formed at the patient’s home, he was assisted by his friend, and later his 
partner, Dr. O. H. Hall, once of Ohio, who was long in Zumbrota, Goodhue 
County, Minnesota. Dr. Allen took a postgraduate course at the Hahnemann 
Medical College of Chicago in 1883, made numerous clinical trips, and was 
faithful in attendance at meetings of homeopathic medical groups. He 
was active in the Southern Minnesota Homeopathic Medical Society and in 
the American Institute of Homeopathy. In 1887 he was elected vice president 
of the Hahnemann Alumni Association. 


In the spring of 1892 Dr. Charles T. Granger, of Rochester, newly gradu- 
ated from the Hahnemann Medical College of Chicago, returned home to en- 
ter partnership with Dr. Allen, the senior partner to specialize in the diseases 
of women and the junior in diseases of eye and ear. Drs. Allen at that time 
was interested in treatment for hernia also, by the Fidelity Method, which 
was said to obviate the need for truss or surgical intervention. In November, 
1892, Drs. Allen and Granger opened the Riverside Hospital in East Roches- 
ter. In the history of this hospital, given earlier in this paper, it was told that 
when the hospital was closed in September, 1895, Dr. Allen moved to Saint 
Paul, in partnership with Dr. O. H. Hall, although he maintained his home 
in Rochester. Because he was then mayor of Rochester, he held his mayor- 
alty and returned to Rochester once a week, to inspect construction of the 
city’s new sewer system and to meet with the city council. Early in 1896 
he terminated his practice in Saint Paul and returned home. 


(To be continued in the March issue) 
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President’s Letter 


POSTGRADUATE SEMINARS 


y IS BECOMING increasingly difficult for American physicians to be good 
physicians. 


Paradoxically, the myriad developments of medical science that are making 
the conquest of disease easier, are, at the same time, making the practice of 
medicine more complex and challenging. 


Each of us, if we are to uphold the constantly climbing standards of the 
profession, must serve as a repository for an overwhelming store of therapeutic 
knowledge and skills. Fortunately this obligation is easier for us to assume than 
it might be, due to the efforts of the American Medical Association, our own 
State Association, the component county medical societies, the Minnesota State 
Board of Health and the University of Minnesota Medical School. 


These groups offer continuing opportunities for the acquisition of advanced 
information: the national, state and county societies, through periodic scientific 
meetings; the Board of Health and the Medical School, often pooling their 
facilities to develop post-graduate courses and clinics for study. 


Minnesota physicians are familiar with the courses held at the University’s 
Center for Continuation Study; but the newest result of concentrated analysis 
of the post-graduate study problem is the presentation of post-graduate seminars 
in the various districts of the state. Emphasis currently is on cancer, cardio- 
vascular diseases and psychosomatic medicine. Pattern for the eight-week course 
is an informal one, with physicians, nurses, dentists and pharmacists gathering 
to discuss these problems with members of the University medical staff. 


Inclement sub-zero weather during the two initial presentations did not restrain 
the attendance and interest of the Duluth series of meetings in progress. These 
are the first of courses to be presented throughout the state. Component societies 
are encouraged to prepare for these seminars and participate in the prepara- 


tion of the programs. 


President, Minnesota State Medical Association 
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SOCIALIZED MEDICINE 
HE FOLLOWING editorial appeared in the 
Minneapolis Star of July 6, 1949. Senator 
Humphrey of Minnesota apparently thought it so 
good that he presented it to the U. S. Senate on 
August 1, 1949, for publication in the Appendix 
of the Record. 


SOCIALIZED MEDICINE? 


“Socialized medicine” is a term seldom used by the 
British, although obviously that is what they have got. 
Medical services are paid for from general taxation, 
private practice is discouraged, and hospitals have been 
taken over by the Government. 

The Labor Party in Britain is a Socialist Party, but 
it isn’t often called that. Thus Britishers are not likely 
to apply the word “Socialist” to projects of the party. 
They speak of their “health scheme.” When they oc- 
casionally say “socialized medicine,” they have borrowed 
the: phrase from America. 

In this country socialized medicine is applied to many 
things which aren’t socialistic in the usually accepted 
sense. 

The administration has proposed a national health- 
insurance program to me financed by pay-roll deductions 
and other taxes. Many legitimate arguments may be 
brought against such a plan—the shortage of doctors, the 
tendency of people to make unwise demands upon pub- 
lic services, the advantages of voluntary medical insur- 
ance, etc. But the administration proposal is hardly 
more socialistic than our present social-security setup 
with its old-age and other benefits. 

Propagandists against public health insurance are part- 
ly responsible for calling this plan “socialized medicine.” 
Whether such usage helps their case or not is prob- 
lematical. But they may be breeding a great danger 
for the future. 

If at some time a public-insurance system is voted in 
the United States, the people may come to accept it as 
socialized medicine. That might make them more easily 
susceptible to the truly socialistic projects which lead 
so easily to statism. 

Let’s not say socialized medtcine unless that is really 
what we mean. 


We are reproducing the editorial, for it offers 
a good illustration of the confusion which exists 
in many quarters in the use of the terms “social- 
ize” and “socialism.” 

In England, according to the editorial, medical 
care is provided by the government as part of the 
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socialistic form of government. The English do 
not call it socialized medicine but that is what 
they have. Essentially, the same kind of medical 
care is proposed for our country, but we mustn’t 


call it what it is—socialized medicine—because if 


and when a public insurance system is adopted 
other “truly socialistic projects” will be more 
easily adopted by the public. 

Even Webster leaves room for uncertainty as 
to the meaning of “socialize” when he defines it 
at “to render social or socialistic.” “Socialism” 
he defines clearly as “a political and economic 
theory of social reorganization, the essential fea- 
ture of which is governmental control of eco- 
nomic activities, to the end that competition shall 
give way to co-operation and that the opportuni- 
ties of life and the reward of labor shall be 
equally apportioned.” 

A completely socialistic government would 
therefore be complete control of economic activ- 
ities. While in England there still exists some 
private industry, the government has control of 
most of the economy, and England is a good ex- 
ample of a socialistic government which it took 
forty years gradually to achieve. The term “so- 
cialize,’” however, can refer to socialism as a 
theory of government or to group action which 
may have nothing to do with socialism. Commer- 
cial insurance companies assume risks already 
present. In a sense, the industry is socialized. 
The government provides hospital care for those 
who cannot provide it for themselves through 
private means. This is socialized medicine but 
scarcely socialistic. 

When the government enters a field in compe- 
tition with private industry, however, that is 
socialism, and socialism has been making inroads 
on our economy to an alarming degree. Private 
industry cannot compete with government-backed 
projects in which tax funds make up deficits. 
Government monopoly is bound to result event- 
ually. 

Socialism has entered our economy farther 
than many realize. It has been fostered by vari- 
ous groups, is known under a variety of disarm- 
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ing names, and has been insidious in its operation. 
Any government that competes with private in- 
dustry in the building field, electrification, finan- 
cial loans, et cetera, has become socialistic. The 
seriousness of the situation has been called to the 
attention of our citizens forcibly by John T. 
Flynn’s book, The: Road Ahead—America’s 
Creeping Revolution.* The book is rightly a best 
seller and every American who has the preserva- 
tion of private industry and freedom at heart 
must read this book. The Reader's Digest is to 
be congratulated for running a condensation of 
the book as the leading article in its February, 
1950, issue. We, in America, are drifting rapidly 
in the same stream that caught England and 
sapped its vitality. Only an informed and free- 
dom-loving public can prevent the extension of 
socialism and a reversal in the present tide. 





RED CROSS FUND CAMPAIGN 

i MARCH each year, the American Red Cross 

goes to the people of this country for support 
of its program for the year. The Red Cross 
has a peace program which has many worth while 
facets. It is constantly organized to meet emer- 
gencies such as are presented by flood, fire and 
hurricane with assistance to the unfortunate. 
Less known activities include the services of some 
2,000 Red Cross field workers to the armed forces 
at home and abroad which last year cost some 
$17,000,000 ; the Red Cross Motor Service which 
clocked up some 9,000,000 miles of transporta- 
tion last year ; the twenty-eight regional blood cen- 
ters with thirty-two attached mobile units, serving 
population areas totaling 40,000,000 persons. It is 
expected that some fifteen additional regional 
centers will be established during the fiscal year 
and that blood collected from voluntary donors 
will be distributed to nearly 2,000 hospitals. 
Since the Red Cross began its Water Safety pro- 
gram in 1914, it has issued over 6,000,000 certifi- 
cates for courses completed in swimming and life 
saving. The Red Cross also has its representa- 
tives in the sixty-eight Veterans Administration 
hospitals, has recruited nurses for “polio” duty 
and for disaster-relief operations, and. conducts 
classes for children in the primary and elementary 
grades in accident prevention, and other safety 
measures. 

The Red Cross, because of its performances 
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over the years in peace as well as in war, has no 
difficulty in selling itself to the people. Its newest 
departure, however—the supplying of blood banks 
to communities—perhaps its most valuable peace- 
time activity, is a very costly project and requires 
therefor generous financial support. Fully as 
essential is generous co-operation on the part of 
blood donors. A realization of the often life- 
saving qualities of this comparatively new thera- 
peutic agency should be sufficient to assure the 
success of the Blood Bank. 





ELECTROPHRENIC RESPIRATION 

HE Harvard Public Health Alumni Bulletin 

for November, 1949, contains an account of 
the development of the electrophrenic respirator 
in the Physiology Department at Harvard. This 
unique method of producing artificial respiration 
by electrical stimulation of the phrenic nerve was 
developed by Dr. Stanley J. Sarnoff and Dr. 
James L. Wittenberger first on experimental ani- 
mals (antivivisectionists take note) and then on 
human beings. It was found possible to apply 
the current in such a manner that lung ventilation 
could be controlled as to depth and frequency. A 
striking feature was that artificial excitation of 
the phrenic nerve caused immediate suspension 
of activity of the respiratory center provided the 
artificial respiration was sufficient to supply oxy- 
gen demands. 

At first the electrode was supplied to the ex- 
posed phrenic nerve. Later it was found that the 
electrode need only be placed on the skin over- 
lying the phrenic nerve, the indifferent electrode 
being placed over the corresponding shoulder. 
The only sensation experienced is a slight tingling 
at the point of contact. 

Work began on the development of the appara- 
tus in January, 1948, and it was first used in the 
fall of 1949 on a nine-year-old boy at the Chil- 
dren’s Hospital in Boston who was suffering from 
respiratory difficulty resulting from poliomyelitis. 
His respiration was maintained continuously for 
three days and three nights and intermittently 
thereafter for another three days while his respi- 
ratory center was recovering. 

One important point is that the patient must 
have constant attendance on the part of a trained 
individual lest the electrode slip from its posi- 
tion. Although other patients with bulbar involve- 
ment in Boston and at the Los Angeles County 
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Hospital have been kept alive by this method, it 
has not so far replaced the Drinker body respira- 
tor (iron lung) which incidentally was also devel- 
oped at Harvard by Philip Drinker and Louis A. 
Shaw. The importance of a maintained electric 
current is most obviously vitally essential for both 
apparatuses. 





PREVENTION OF DENTAL CARIES 

T was about 110 years ago that dentistry in 

America began to be a specialty distinct from 

medicine, During this period American dentistry 

has become “tops” compared to dentistry in the 

rest of the world. But in the prevention of den- 

tal caries there seems to be a woeful lack of 
knowledge. 

There is nothing new in the idea that fermen- 
tation of starchy food between the teeth causes 
the formation of lactic acid which affects the 
enamel of the teeth and leads to decay; hence, 
the well-nigh universal recognition of the im- 
portance of brushing the teeth. It is true that 
there has been some difference of opinion as to 
whether the direction of the brushing should be 
north and south or east and west; whether a 
powder has distinct advantages over a paste; and 
whether a medicated or simple alkaline dentifrice 
should be used. The use of dental floss or a tooth- 
pick following a thorough brushing of the teeth 
will convince the most skeptical that brushing 
alone is not 100 per cent effective. 

In the February issue of The Journal of the 
American Dental Association, Dr. Leonard S. 
Fosdick, professor of chemistry at Northwestern 
University, reports that as a result of a study of 
nearly 1,000 college students, he has found that 
the simple expedient of brushing the teeth im- 
mediately after meals or after the ingestion of 
sugar-conta:ning food with an unmedicated dical- 
cium phosphate dentifrice reduces the incidence 
of caries more than 50 per cent. He claims to 
have shown that the acid action on the enamel 
surface uf the teeth begins as soon as three min- 
utes aiter the sugar enters the mouth, reaches 
a maximum acidity within twenty minutes, which 
persists for thirty to ninety minutes. This con- 
firms the opinion widely held by dentists that the 
ingestion of candy is deleterious to the teeth. The 
same presumably holds for chewing gum and soft 
drinks, both of which contain a high percentage 
of sugar. The author seems to have proven statis- 
ticolly that students who had candy and soft 
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drinks conveniently ayailable suffered from mc re 


dental caries than those who did not, and tre 


mere easy access of a drinking fountain for vse 
after ingestion of the sugar caused a demonstra! le 
lowering of the incidence of caries. We would 
suggest a further arbeit for the author in the way 
of an investigation of the value of dental floss or 
the toothpick after meals in reducing dental caries. 
We venture to predict a still further lowering of 
dental caries by this simple means, 

Whether the methods of prevention of dental 
caries as here suggested are likely to be generally 
adopted, however, seems problematic. We have 
difficulty in visualizing the general adoption of 
the use of the toothpick after dessert, even though 
the procedure is politely shielded by a napkin; or 
the carrying of a toothbrush for easy availability 
after meals; or the final swishing about of a 
mouthful of water in order to wash away the 
sugar in the mouth so dangerous for the dental 
enamel. 

Putting levity aside, Dr. Fosdick’s observations 
contain suggestions which can be put into effect at 
least in part to lessen dental caries. Brushing the 


teeth after eating rather than on rising and re- 
tiring and the drinking of water after eating 


food containing sugar are procedures easy to 
follow. 

The initial quality of the enamel and dentine 
of the teeth depends, without any doubt, on the 
quality of the diet. The natives of certain South 
Sea islands who live largely on fish and animal 
oil are said to have perfect teeth. This suggests 
that calcium and vitamins are important factors. 
The same holds true for individuals who have 
been born and brought up in areas where the soil 
contains fluorine. This observation has led to 
the discovery that the topical application of 2 
per cent sodium fluoride to the permanent teeth 
of children once or twice a week on four occasions 
After a cleaning of the teeth results in a reduction 
of 40 per cent in the incidence of caries.* The 
preliminary cleaning of the teeth seems essential. 
Following the application with a 5 per cent solu- 
tion of calcium chloride or more than four appli- 
cations of the sodium fluoride solution does not 
produce any additional reduction in the incidence 
of caries. Here is a simple procedure which 
seems to merit extended trial and is being widely 
investigated. 


*Effect of Fluorides on Dental Caries. 


JAMA, 
(Dec. 31) 1949. 
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FSA ESTIMATES 1960 NEED FOR DOCTORS 

Using three methods of computation, the Fed- 
eral Security Agency has estimated the number 
of physicians needed in 1960 by the United States. 
The estimates vary from 244,532 to 272,172. 

Applying the formulae to Minnesota, the FSA 
would raise the number of physicians in this state 
from 1940’s total of 3,280 to either 5,021 or 
4,723 or 4,218. 

These studies, complete with charts and graphs, 
are included in a publication entitled “Health 
Service Areas” and subtitled, “Estimates of Fu- 
ture Physician Requirements.” Anyone interested 
may order this publication by writing the Super- 
intendent of Documents, U. S. Goverment Print- 
ing Office, Washington, D. C. 


EWING DENIES ANALOGY OF BRITISH. 
U. S. PLANS 


Oscar Ewing’s six weeks’ inspection of Europe 
is over and he is now engaged in deflating, some- 
what, the airy balloons of confidence he was 
launching upon first looking into Bevan’s Eng- 
land. 

Earlier quoted as ready to transfer, with only 
minute changes, the British health scheme to 
America, Ewing says now, in a laborious state- 
ment that perhaps consumed most of his voyage 
home, that the two plans are entirely unlike. 

“IT come home with even greater confidence 
in President Truman’s proposal for national 
health insurance in the United States,” he de- 
clared. But his statement could be examined 
from both sides: was England’s system working 
out so inefficiently that anything else in the line 
of health insurance looked good or, was the Eng- 
lish system, in practice, so beneficial to the people 
that the Administration’s prescription for tax- 
medicine should not be longer delayed? 

Mr. Ewing does nothing to clarify this issue 
as he continues his press release: 


“His (the President’s) proposal is based on principles 
entirely different from the British program, which I 
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investigated in some detail. The British plan is to- 
tally unsuited for the United States. In England the 
health service is part of a broad program to reorgan- 
ize the basic social and economic structure of the 
country, and eight-tenths of its costs come out of 
general tax revenues. This is utterly foreign to the 
President’s proposal.” : 


National Press Club members, lacking Mr. 
Ewing’s facility for regarding two diametrically 
opposed statements as consistent, were asking 
some embarrassing questions when he addressed 
that group on January 24. 


LAYMAN AMONG FIRST TO PAY AMA DUES 


This month the AMA received a check for $25 
and an explanatory letter from a Chicago busi- 
nessman. The letter said, in part: 


“T cannot put M.D. after my name but I can, at least 
for a while, still put U.S.A. As a consequence, please 
accept the enclosed check for $25 as a slight token of 
regard for my doctor and all his colleagues. These are 
my ‘dues’ as a citizen, and I hope they will help in 
your fight against socialized medicine.” 


STASSEN ATTACKS SM IN PRINT, ON AIR 


Harold E. Stassen, president of the University 
of Pennsylvania, has loosed an effective blast of 
statistics and observations against the Truman 
health plan. 

Writing in the January Reader's Digest, the 
former governor of Minnesota quipped: 


. it is my eonsidered opinion that the British 
program has resulted in more medical care of a lower 
quality for more people at higher cost.” 


Most convincing of his statements was this: 


“ 


. it does seem that the additional tombstones in 
the British cemeteries—72,125 more than in the year 
before the National Health Program went into eftect 
—are grim signposts on which we can read: ‘Never 
take this road for a National Health Program.’” 


Stassen has just completed a very extensive 
study of the British health scheme and his report, 
pared of adjectives and emotionalism, presents a 
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sharp contrast to Mr. Ewing’s six-day tour of 
Britain and his report of “Excellent.” 


On January 29, Mr. Stassen met Senator Pep- 
per (Florida) in a radio debate, and left the 
senator sans argument and sans applause. 


The senator, reciting the virtues of compulsory 
health insurance in other countries, lost ground 
when he cited Sweden as an example and was 
confronted by the fact that Swedes live longer 
in Minnesota than they do in their native Sweden. 


He came a cropper again when he brought up 
the matter of inequitable distribution of medical 
care and was reminded by Stassen that the most 
severe cases of maldistribution are to be found 
in the South, where the Senator’s own political 
party fosters the race prejudice that deprives 
Negroes of fair opportunity for medical care and 
medical education. 


LONDON TIMES POKES FUN AT SOCIALISM 


Last month the Wall Street Journal devoted 
an editorial to the neglected canines, felines and 
even bovines under the present social security 
system. 


This month the London Times is concerned 
about this same question, having been prompted by 
news of three collies seeing a “Lassie” movie. 

Said the Times: 


“It must be confessed that the animals, so far, seem 
to be getting precious little out of the welfare state. 
Nothing has been done to provide them with a longer 
period of compulsory education; they have no right 
to free false teeth or a cheap interment; no one has 
given them a five-day week. 


“Perhaps all this is to come. Perhaps, when there 
is rather more money in the Exchequer, the Government 
will be able to mobilize a corps of inspectors to check 
up on the overtime put in by sheep dogs, to make sure 
that children’s ponies are getting their due amount of 
leisure and to inculcate in the cat that parity of es- 
teem for its fellow animals which ag present it so con- 
spicuously lacks. Meanwhile, a tentative, but signifi- 
cant, step in the right direction has been taken at Whit- 
ley Bay, though admittedly only by private enterprise; 
for the three men who took their collies to see a film 
seem to have done so without the support of the Arts 
Council or any similar body.” 


The editorial goes on, with trenchant drollery, 
to enumerate the problems which this new sphere 
of activity would bring about in an already reg- 


ulation-ridden socialistic state. For example: 


“If some dogs are capable (as seems the case) of 
enhancing their cultural status by going to see a film 
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about a dog, have we any right to deny our horses a 
similar opportunity?” 

The absurdity of the editorial transfers easily 
from the animal world to the human one and 
it appears that more than one Britisher would 
find the humor grimly applicable. 


MANY COMPROMISE BILLS IN HOPPER NOW 
Most legislative prophets have been saying that 
the Administration’s health bill, containing such 
familiar clauses as “payroll deduction,” “cen- 
tral fund,” et cetera, hasn’t a hope of passage 
this session of congress. However, physicians, 
and the public whose health is guarded by family 
physicians, cannot relax at this point. For, 
although the lay public is beginning to be ap- 
prised of the dangers inherent in a compulsory 
system of medical care, engendered and controlled 
by the government, the public is not so well 
aware of the dangers of so-called compromise 
proposals, proposals which would bring on gov- 
ernment control by progressive stages. 

The school health service bill (1411) is a key 
example of this piece-meal type of legislation— 
bringing in, as it would, all school children be- 
tween the ages of five and seventeen, under 
a government medicine program. Dangers lurk, 
too, in many of the medical education assists which 
are constantly being proposed, altered and con- 
sidered by committees and suspiciously viewed 
by those who see in federal money a hint of fed- 
eral interference. 

Compromise bills are being advanced by many 
congressmen who have a sincere interest in bet- 
tering the health of the nation, but whose pro- 
posals would short cut the necessarily slow, but 
sound, advancement of better health standards 
through the extension of methods already tried 
and proven. 

Many who look at England’s system see favor- 
able results. They take an unscientific view, see- 
ing more people going to the doctor and receiving 
more medical and hospital care than heretofore. 
Even admitting the abuses committed by hypo- 
chondriacs and malingerers, the system is still 
considered by some as good. They even draw a 
comparison between the medical and hospital care 
afforded to veterans in this country under a gov- 
ernmental system. The critical fallacy in this 
thinking is that not now, nor in the future, will 
great medical discoveries emerge from labora- 
tories or practices which are supervised by the 
government. 
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Minnesota Academy of Medicine 


Meeting of November 9, 1949 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, November 9, 1949. Dinner 
was served at 7 o’clock and the meeting was called to 
order at 8:10 p.m. by the President, Dr. J. A. Lepak. 


There were sixty-two members and two guests pres- 
ent. 


In the absence of Dr. Cardle, Dr. William Hanson 
read the minutes of the October meeting, and these were 
approved as read. 


Dr. Harry Zimmermann read a memorial to Dr. L. C. 
Bacon, who died June 4, 1949. (This Memorial was 
published in the September, 1949, issue, page 932.) 


Dr. Erling Hansen read a memorial to Dr. Walter E. 
Camp, who died September 4, 1949. 


WALTER E. CAMP 
1889-1949 


Walter Edward Camp was born on September 21, 
1889, in Springfield, Missouri, and died September 4, 
949, in Minneapolis, after several months’ illness. He 
was educated in the public schools of Springfield and 
the University of Missouri where he was given his 
A.B. degree. From 1908 to 1912 he taught histology at 
the University of Missouri, where he began his medical 
course. In 1912, he came to Minnesota where he con- 
tinued to teach in the Anatomy Department, while he 
finished his medical school work. He received his M.A. 
and M.D. degrees in 1915, and interned at St. Andrews 
Hospital. He took postgraduate work in eye, ear, nose 
and throat at New York Post-Graduate Medical School 
and Hospital during part of 1917 and 1918 and at the 
Massachusetts Charitable Eye and Ear Hospital in 1921. 


Later he spent several months in Vienna. During World 
War I, he was a Lieutenant in the Medical Corps of the 
Army, serving for some time in Camp Dodge, Iowa, 
and in Washington, D. C. For several years after the 
first World War he was associated in practice with Drs. 
Horace Newhart and Erling W. Hansen. Since 1928, 
he had maintained an office alone in Minneapolis. 

Dr. Camp was assistant professor of ophthalmology 
in the University of Minnesota Medical School, where 
he was a valued teacher in ocular pathology. His pre- 
eminence in this field was nationally recognized, and, 
for several years, he taught pathology in the Instruc- 
tional courses given by the American Academy of Oph- 
thalmology and Otolaryngology at its annual meetings. 

Dr. Camp was a member of the Staffs of North- 
western and Abbott Hospitals, and of the Minneapolis 
Academy and Minnesota Academy of Medicine and the 
Minnesota Academy of Ophthalmology and Otolaryng- 
ology. He had been president of the latter two organ- 
izations. He was a member of Hennepin County Medi- 
cal Society, Minnesota State Medical Association, and the 
American Medical Association. He was a fellow of the 
American College of Surgeons. His medical fraternity 
was Phi Beta Pi, and he held membership in Sigma Xi, 
honorary scientific fraternity, and Alpha Omega Alpha, 
honorary medical fraternity. He belonged to the Min- 
neapolis Club and Minnikahda Club and was a 32nd 
Degree Mason. 

Dr. Camp was married to Amy Floy Kinney, whom 
he met in Washington during the first World War. 
They had three children, Amy Katherine Camp Walker, 
Walter Edward, Jr., and Lucille Kinney Camp, all of 
whom survive him, together with three grandchildren 
and two brothers. 

Walter Camp will long be missed by his friends 
in this Academy and his many other friends, as well as 
by his family to whom we extend our earnest sympathy 
in their great loss. 7 

The scientific program followed. 





LINGUAL GOITER 


MARTIN NORDLAND, M.D. and MARTIN A. NORDLAND, M.D. 


Minneapolis, 


The occurrence of thyroid anomalies in the tongue is 
quite rare. It might be observed more frequently if 
hypertrophy developed in nonmigrated thyroid tissue in 
all cases. This anomaly is reported only when it causes 
symptoms. It should be of interest to the profession 
in general from a diagnostic point of view, and is of 
unusual interest to the surgeon because of the prac- 
tical problems involved in the surgical removal. The 
site for the occurrence of thyroid tissue in the tongue 
is at the pharyngeal portion in the region of the foramen 
caecum. The terms lingual thyroid, lingual goiter, 
aberrant or accessory thyroid are rather loosely used. 
The term lingual thyroid should be used when there 
isa thyroid gland in the neck and thyroid tissue in the 
tongue functioning as an accessory thyroid. Lingual 
goiter refers to hyperplastic thyroid tissue on the 
dorsum of the tongue which is the result of nonmigra- 
tion of the thyroid anlage from the region of the fora- 
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Minnesota 


men caecum with absence of thyroid tissue in the neck. 
The term aberrant thyroid should not be confused with 
lingual thyroid or lingual goiter. Convincing evidence 
has recently been presented by Warren and Feldman that 
lateral aberrant thyroids are metastatic tumors from 
carcinoma of the thyroid gland. The most comprehen- 
sive review of the incidence of lingual goiter and lingual 
thyroid appearing in the literature to 1936 was published 
by Montgomery. He established criteria of authenticity 
and accepted 144 cases, including one of his own. For 
his criteria of acceptance, he asked that (1) the exam- 
ination of the specimen removed should reveal thyroid 
gland tissue, or that (2) thyroid insufficiency should 
supervene following the removal of the nodule, and 
that (3) the lesion should appear in the substance of 
the tongue between the epiglottis and the circumvallate 
papilla. 

Of the 144 cases Montgomery accepted, the lesion 
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Fig. 1. Photographs of gross specimen. 


occurred on the dorsum of the tongue in 142 instances. 


Our case which fulfills all these requirements of 
the criteria of Montgomery is reported in order that 
it may be added to the cases reported in the literature. 
It was thought that it might be of interest because 
of the problem of diagnosis and the method of treat- 
ment. 


Case Report 


The patient is a white woman, aged fifty-seven, who 
was first seen by us on September 3, 1948 complain- 
ing of difficulty in breathing, recurrent hemorrhage from 
the mouth, husky voice, chronic cough, and a growth 
at the base of the tongue. 

These were first noted about 1911, at which time 
she underwent an operation. Prior to this, she had 
consulted many doctors for all of the above complaints. 
The operation was unsticcessful because of profuse 
hemorrhage requiring a tracheotomy. The doctor told 
her that further operation would be necessary, and that 
he noted “crystals” in the contents of the “cyst” that 
he removed. 

The patient had recurrent exacerbations of the above 
difficulties up to the time of our examination. 

In the meantime, she consulted with numerous doc- 
tors and clinics without any definite diagnosis having 
been made. She was treated alternately for allergy, 
chronic bronchitis, asthma and various respiratory dis- 
turbances without relief and with gradual increased 
severity of all her symptoms. 

Physical examination revealed a thin, nervous white 
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woman, aged fifty-seven, who appeared chronically il. 
The general. physical examination was negative with 
the exception of hypotension (blood pressure 92/70). 
The pulse was normal. Examination of the head and 
neck revealed a mass at the base of the tongue at the 
foramen caecum. This could not be visualized by or- 
dinary examination with a tongue blade, but with the 
patient’s co-operation, the upper surface of the mass 
could be seen and could. be definitely outlined hy 
digital examination. The mass was round, slightly 
irregular, relatively firm, not tender, and about 6 cm. 
in diameter. Blood studies and urinalysis were entirely 
negative. 

The patient was operated upon September 10, 1948. 
Under intratracheal anesthesia, a transverse incision 
was made directly over the hyoid bone. The platysma 
muscle was divided and the hyoid bone exposed. Ap- 
proximately half a centimeter of the hyoid bone was 
removed and the tumor at the base of the tongue 
mobilized. The mass was removed in three pieces 
with some difficulty, but hemastasis was adequate. 


The mucous membrane of the pharynx was reap- 
nroximated with interrupted sutures of plain 0 catgut. 
The underlying cervical fascia was brought together 
with interrupted sutures 00 chromic. A running sub- 
cuticular suture of 00 plain catgut was employed and 
interrupted sutures of dermal and Wachenfield clips 
were used to close the wound. A split catheter drain 
was left in the operative field. The pathological report 
was as follows. 


Macroscopic specimen—Specimen consisted of 12 
grams of tissue removed from the base of the tongue 
(Fig. 1). The largest portion measured 5 cm. It was 
cystic and filled with degenerating necrotic yellowish 
brown tissue. It also contained a portion of the hyoid 
bone. A second portion measured 4 cm. and consisted 
of a thin walled cyst that contained necrotic granular 
material. The third portion measured 3 cm. and had 
an adenomatous yellowish brown appearance and con- 
tained two circumscribed nodules, measuring 1.5 and 1 
cm. 


Microscopic specimen.—Sections of the solid areas 
showed thyroid tissue composed of small acini that 
varied considerably in size. Some of the acini were 
fetal in type; others approached normal size and were 
well filled with colloid. There was a tendency for the 
acini to be arranged in adenomatous formation (Figs. 
2: and 3). There was extensive degeneration present. 
Some sections showed marked hyaline degeneration 
with fibrous tissue replacement of the thyroid tissue. 
The cystic areas possessed a well defined fibrous cap- 
sule. The tissues were benign. 


Diagnosis—Aberrant thyroid tissue with fetal and 
colloid adenomas. 


Comment 


Because of the location of this tumor on the back 
of the tongue at the foramen cecum, it is correct to 
designate this as a case of lingual goiter (Fig. 4). 

Thyroid insufficiency probably is responsible for most 
of the simple hypertrophies of lingual thyroid tissue. 
In about two-thirds of the patients who have been 
reported as having lingual thyroid hypertrophy, thyroid 
gland tissue was not demonstrable in the neck as in 
our case. Hypertrophy of thyroid tissue is very marked 
during the maturing peroid of puberty in early adult life. 
Likewise, many of the cases with lingual thyroids 
have been discovered during this period of life because 
of the tendency of thyroid tissue to hypertrophy at this 
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Fig. 2. Microscopic section under medium power (50X), 
showing a representative area. It cannot be distinguished from 
the usual colloid adenoma or benign adenoma of the thyroid. 


time. It is not easy to determine the etiology of the 
characteristic changes of adenomatous goiter in the 
tongue. The factors which cause this hypertrophy are 
probably the same as those causing the formation of-a 
cervical thyroid adenoma. 

Montgomery has stated that at least 90 per cent of 
the patients having a lingual thyroid nodule suffer from 
symptoms of pressure and obstruction such as dysphagia, 
dysphonia, and dyspnea. In our case, the most conspicu- 
ous symptom was dyspnea. She also had recurrent 
small hemorrhages, huskiness of voice, and a chronic 
irritable cough. The patient herself described the 
sensation of the presence of a tumor causing fulness 
and a feeling of tightness in her throat. She did not 
have pain. Because of her chronic cough, she was 
treated for “bronchitis” over a long period of time. She 
was also treated for some mysterious allergy. This pa- 
tient had never had a basal metabolism test but her 
history revealed that she had a mild hypothyroidism. 
We were able to palpate the gland as described in the 
case history. The tumor had been described by an 
otolaryngologist as a tumor of the epiglottis. The diag- 
nosis of lingual thyroid had not been made. 

The fact that this patient had been operated upon for 
this disturbance thirty-eight years ago made it easier 
for us to make a diagnosis. After palpating and visual- 
izing the mass, we were certain we were dealing with 
a lingual goiter. Because she had had a hemorrhage 
upon the previous attempt at removal, because the op- 
eraiion could not be completed, and because she had to 


Ferruary, 1950 


Fig. 3. Microscopic section under high power (200X) show- 
ing an area with small acini to show cell detail. 
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Fig. 4. Saggital section showing position of lingual 
thyroid. 


have a tracheotomy at that time, we felt that we should 
remove this tumor by going through the neck in the 
region of the hyoid bone. We followed the technique 
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devised by Sistrunk for the excision of thyroglossal 
duct cysts (Fig. 5). This approach, together with in- 
tratracheal anesthesia, made it possible to remove this 


. 


Fig. 5. 


large mass deliberately and with safety. 


One of the most interesting phases of this case was 
the fact that the patient developed advanced symptoms 
of hypothyroidism within six weeks of the operation. 
It had not occurred to us to discuss the possibility of 
the development of hypothyroidism to this patient. 
When she again appeared at the office about six weeks 
postoperatively, she was tired, had edema of the lids, 
dry skin, a marked slowness of speech, chilliness and 
all symptoms of postoperative myxedema. 


year. 
and is in excellent health. 


The patient has now been observed for more than a 
She is taking 4 grains of thyroid extract daily, 


Foramen cecum 





Saggital section to show the operative approach used in this case. 
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Dr. E. M. Hammes, Saint Paul, gave a report on the 
Fourth International Congress of Neurology held in 
Paris, September 5-10, 1949. 





THE FOURTH INTERNATIONAL CONGRESS OF NEUROLOGY 


ERNEST M. HAMMES, M.D. 
St. Paul, Minnesota 


The Fourth International Congress of Neurology was 
held at Paris in Faculté de Medicine Building, September 
5 to 10, 1949. Twenty-six countries had been invited; 
twenty-three representatives attended. Australia did not 
send any official representative. Russia and Yugoslavia 
did not even acknowledge the invitation, although the 
Russian language had been made one of the official 
languages, along with English, French and Spanish. 
The majority of the scientific papers were read in 
English and French. The attendance was about twelve 
hundred; over one hundred and fifty were from the 
United States of America. 


Each morning session from 9:30 to 12:30 was de- 
voted to a single important subject: on Monday, en- 
cephalography; on Tuesday, the various problems of 
the thalmus; on Thursday, virus infections of the 
central nervous system; on Friday, neurosurgery for 
relief of pain. Saturday forenoon wads a general fare- 
well meeting, where Pierce Bailey, of Washington, 
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D. C., discussed “Current Trends in Neurology in the 
U.S. A.” 


The morning sessions were well conducted and the 
subjects scientifically presented by outstanding men in 
their particular fields. On the afternoon programs 
there were seven to ten papers in each section, averag- 
ing about one hundred papers each afternoon. No time 
limit was kept on either the essayist or the discussor. 
As a result, there was considerable confusion during the 
afternoon sessions, and one could not rely on the time 
table of the program for any definite paper. One 
hundred and seventeen American neurologists presented 
papers of variable scientific value. 


On Wednesday forenoon the entire group visited the 
Salpétriere Hospital. This is one of the most renowned 
neurological hospitals on the continent. In this hos- 
pital, in the 18th Century, Pinel, was the first physician 
to remove the chains from mental patients and treat 
them as sick human beings. In this same hospital, Char- 
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cot of the Charcot-joint fame, was able to hypnotize an 
entire ward full of patients at one time, because’ of his 
powerful personality and hypnotic influence. 


On Tuesday evening, Dr. W. Penfield of Montreal, 
gave an excellent discussion on “Cerebral Localization 
of Function.” These studies were made in the course 
of routine craniotomies on patients under local anesthe- 
sia, by direct stimulation of the cortex with electric 
currents. Among other things, he was able to demon- 
strate a secondary sensory representation in arms and 
legs on the superior lip and superior -bank of the Fissure 
of Sylvius. On Thursday evening, Dr. Penfield.. gave 
another very stimulating address on “Localization and 
Clinical Classification in Focal Epilepsy.” In the course 
of a craniotomy, he would attempt to localize the focal 
lesion by electrical stimulation which would initiate the 
convulsion. He then would surgically remove this par- 
ticular area with any abnormal brain tissue or scar, 
with satisfactory results in some cases. 


The Symposium on Encephalography was presented 
by Bremer of Brussels, Jasper of Montreal, and Hill 
of London. Their presentations were very conservative 
and emphasized the fact that electroencephalography 
should be considered only as a diagnostic aid, similar to 
other laboratory tests. The greatest value was in the 
diagnosis and investigation of the epilepsies, both essen- 
tial and symptomatic. Second in importance is its aid in 
evaluation of the localization and severity of cerebral 
damage following traumatic head injuries. Next in im- 
portance is the diagnosis and localization of expanding 
intracranial lesions (tumors and abscesses) but only by 
competent and experienced personnel, using the most 
recently developed localization methods. Pneumo- 
encephalography is still considered more accurate and 
more reliable. In cerebral vascular lesions and inflamma- 
tory and degenerative disorders, electro-encephalography 
is of questionable value. 


The Tuesday forenoon discussion of the thalmus 
again demonstrated the specific functions of the various 
cells groups in the brain. One of the most important 
functions of some of these cells groups in the thalmus 
is that of sorting stations for the segregation and re- 
combination of afferent impulses so as to form spe- 
cific sensory patterns which are then referred to the 
cortex. This excellent symposium was presented by 
LeGros Clark of Oxford, Hess of Zurich, and two other 
French authors. Dr. Hess, later on, was given the 
Nobel Prize for his original contributions and studies. 


The viral infections of the human nervous system 
were discussed by Sabin of Cincinnati, Hammond of 
San Francisco, Lepine of Montreal, and Gard of Stock- 
holm. The classification of diseases and known viruses, 
in part, was as follows: 


Viral Infections of the Human Nervous System 


(Classification Based on Information Available in 1949) 
A. DISEASES AND VIRUSES KNOWN. 


I. Basic reservoir in human beings; worldwide in 
distribution. ; . 
1. Sporadic and epidemic: poliomyelitis. 
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2. Sporadic: mumps (parotitis) 
herpes simplex. 
lymphogranuloma 
venereum. 
II. Basic reservoir extra-human; few widespread, 
most limited in distribution. 
1. et borne encephalitides : 
St. Louis 
Western equine 
Eastern equine 
Venezuelan equine 
Japanese B. 
Russian tick-borne (Louping ill?). 
2..Transmitted by animal secretions or excreta: 
rabies 
lymphocytic choriomeningitis 
(pseudolymphocytic choriomeningitis ?). 
B virus (monkey) 


B. VIRUS ETIOLOGY POSSIBLE, BUT VIRUSES 
LITTLE KNOWN OR UNKNOWN. 


Von Economo’s encephalitis lethargica. 
Herpes zoster 


Australial “X” (may have been Japanese B). 


C. DISEASES SOMETIMES GROUPED WITH VI- 
RUS INFECTIONS WITHOUT ADEQUATE 
EVIDENCE. 


Infectious polyneuritis (Guillain-Barré syndrome). 

Postinfection and postvaccination (demyelinating) 
encephalitis: measles, varicella, rubella, vaccinia, 
variola, mumps, “influenza,” et cetera. 

Acute hemorrhagic encephalitis. 


The Symposium on Neurosurgery for the relief of 
intractable pain was divided into the surgical section 
of pain tracts and pathways in the spinal cord for the 
relief of pain in the trunk and extremities, trigeminal 
tractotomy for trigeminal neuralgia, prefrontal leucot- 
omy and topectomy by cutting the frontothalamic fibres. 
In an attempt to relieve severe attacks of migraine, Row- 
botham of England, described some surgical ‘precedures, 
such as excising or ligating various cranial blood vessels, 
with uncértain results and no definite conclusion. The 
entire meeting was very stimulating and it was interest- 
ing to see and meet some of the internationally famous 
neurologists and neurosurgeons. 


The meeting was adjourned. 
A. E. Carpe, M.D. 


Secretary 


SOCIALIZED MEDICINE AS I SAW IT 
(Continued from Page 162) 


as a truly expert form filler and it is my sincere hope 
that one day I may be able to make some further use of 
this most doubtful acquisition. 


I felt that I had had enough of this sort of govern- 
ment medicine and I made my decision to make a clean 
break—and I would make the same decision tomorrow. 
But I would urge you all to consider the implications 
for you and for all the people of this country in what 
I have said. The physicians of this country have the 
same hopes and the same ambitions as I have, the same 
hopes and ambitions which forced me to take the action 
that I took. Let us hope that none of them here are 
ever forced to make the same decision. 


Insurance Economics, January, 1950 
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Minneapolis Surgical Society 


Meeting of October 6, 1949 
Ernest R. Anderson, M.D., Presiding 





Dr. Netson: This talk of ours will deal with a few 
common fractures of the humerus. We would like it 
to be informal and invite you to participate in the dis- 
cussion. By that I don’t mean for you to wait until 
we finish talking. Interrupt us at any time. Don’t 
save your comments. 

As some of you may know, Dr. Henrikson, Dr. Moos 
and I have put on this conference, or whatever you want 
to call it, at various places throughout the state for the 
last two or three years. The idea for this method of 
presentation evolved from the Fracture X-Ray Con- 
ference held each week at the Minneapolis General 
Hospital. We first started to use it, and still do, in 
teaching the medical students at the University. I 
think it is quite a valuable teaching method. It is very 
informal, and so far at least, it has kept our listeners 
interested and kept us on our toes. 

(First slide) This is the run-of-the-mill variety of 
supracondylar fracture of the elbow and is the most 
common of all elbow fractures in children. This frac- 
ture is, for the great part, extra-articular. I would 
think that 90 per cent of these fractures can be reduced 
by traction and manipulation and then the reduction 
maintained by one of several different methods depending 
on which one you favor. Personally, I like a posterior 
molded plaster splint. You may like something else. 
The methods of reduction differ in some respects. For 
instance, some men favor extending the arm and some 
even hyperextend the arm. I like to keep the arm in 
the position it is in when I first see the patient. This 


usually is about half way between a right angle and a. 


straight line. Leave the arm in that positon and then 
apply traction so that you will not add to the injury 
of the soft parts. 

(Second slide) In the arm shown in this slide there 
was a great deal of swelling. After the reduction was 
obtained, the elbow could be flexed only to 90 degrees, 
and when the swelling went down, the fracture slipped 
out of position as shown in this next slide. 

(Third slide) This slide shows what happens to en- 
danger the vessels in this fracture. The vessels and me- 
dian nerve are underneath the fascia at the elbow. The 
distal fragment carries them back across the sharp 
edge of the proximal fragment. If you flex the arm 
without first bringing the distal fragment forward, you 
are apt to pinch the nerve and vessels. 





Dr. Moos appeared by invitation. 
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FRACTURE DISCOURSE 


EARL C. HENRIKSON. M.D., MAYNARD C. NELSON, M.D., and DANIEL MOOS, MLD. 
Minneapolis, Minnesota 





(Next slide) Here is the re-reduction of the first frac- 
ture and shows now instead of the right angle position 
one of about 45 degrees of flexion. In this position the 
triceps is taut over the back of the elbow and so holds 
the small distal fragment in reduction. 

Dr. Moos: What are the criteria of reduction of this 
fracture? How do you know whether there is reduction? 
What do you look for on the x-ray plate? 

Dr. Netson: The most valuable x-ray view is the 
lateral. If the articular surface of the humerus is about 
one-third anterior to a line dropped along the anterior 
aspect of the humerous, it is in the proper position. 

Dr. HENRIKSON : How many times would you remanip- 
ulate it? 

Dr. Netson: That is an individual thing. For this 
particular fracture, I don’t think it makes any difference. 
If the fracture is farther down towards the joint, I 
don’t think you should manipulate more than once. 

Dr. Moos: If you have a swollen elbow, how do you 
know how much flexion to put it in? 

Dr. Netson: You feel the radial pulse and flex the 
elbow as far as possible without obliterating the pulse, 
then immobilize it there. I use a posterior molded plaster 
splint to maintain this position. Thereafter the arm is 
closely observed and as the swelling decreases, you can 
increase the flexion of the elbow without endangering 
the radial pulse. 

Dr. Moos: How long does it take this fracture to 
unite? 

Dr. Netson: It unites very rapidly. Usually after about 
ten days you can start active motion. Take it out of the 
splint several times a day for active exercises within 
the limits of pain. Union is quite solid after three or 
four weeks. 

Dr. Henrikson: Do you put it in a sling? 

Dr. Netson: Yes, a sling or a collar and cuff strap 
apparatus. 

(Next slide) This is a dicondylar or transcondylar 
fracture, the type that I don’t think should be manip- 
ulated more than once. 

Dr. Moos: What would you do with this fracture if 
you saw it and couldn’t feel the pulse? 

Dr. NELSON: Try to reduce it immediately by traction 
and manipulation. 

Dr. Moos: What kind of anesthesia would you use? 

Dr. Netson: If the radial pulse is not palpable, | 
wouldn’t use any. 
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Dr. HENRIKSON: Would you send the patient to the 
hospital ? 

Dr. Netson: No, treat the patient immediately. You 
had better get busy right away, because this is a very 
serious complication. 

Dr. Horace Scott: What anesthesia would you use in 
the hospital? 

Dr. Netson: This depends on the treatment you use. 
If you are going to manipulate this fracture, I think a 
general anesthetic is best. 


Dr. Henrtkson: Supposing the patient had just had 


supper. Would you do it then or wait until the next 
day? 

Dr. NELson: In some hospitals they pump the stomach. 
I wouldn’t stop for that—use the anesthetic and let 
the patient vomit when he wakes up. 

Dr. LerNER: Would you use skeletal traction? 

Dr. Netson: I have used it for this fracture in an 
adult but not in a child. 

(Next slide) These are x-rays of the fracture just 
shown after it was placed in traction. You will notice 
it is slightly overpulled but reduction on the lateral 
film is pretty good. 

(Next slide) This shows an x-ray taken a little far- 
ther along, about the time this case was ready to be 
taken out of traction and placed in a sling or splint. 

Dr. Moos: It has been my observation that when I 
use traction in this type of fracture and get reduction 
but have some overpull, it takes longer for this frac- 
ture to heal. 

Dr. NeEtson: That has been my experience too. I 
remember one I had in traction with a little overpull. 
I treated it just like an ordinary case and at about five 
or six days took it out of traction and put a splint on 
and thought this would be all right. However, the x-ray 
showed that the fragments had slipped out of position 
and the patient had to be put back in traction. That 
patient was in traction eighteen days before union was 
solid enough so that a splint could be applied. The 
ordinary case you can take out of traction in five or 
six days. 

(Next slide) This picture shows the type of traction 
we usually use for a child. The child is in bed with the 
edge of the bed raised a little bit for counter-traction. 
Stockinette is glued to the forearm with Ace adherent 
and forward pull on the distal fragment obtained as 
shown. ‘There is a little pull backwards on the proxi- 
mal fragment, the shaft of the humerus, by means of a 
felt sling which also is stuck to the skin with Ace 
adherent so that it won’t shift. 

Dr. Moos: How do you keep the patient from falling 
out of bed? 

Dr. Netson: The side of the bed is raised. 

Dr. Moos: I think that’s an important point, Some- 
times all you need do to obtain reduction is to suspend 
the arm out from the side of the bed, if the side of the 
bed is raised. 

(Next slide) Here is a closer view of this type of 
traction showing the stockinette extending up beyond 
the fingers to a spreader-block attached to the rope over 
the pulley. 
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Dr. Moos: Will placing this fracture in this type of 
traction reduce the fracture? 

Dr. Netson: Nearly so. I usually give these young- 
sters some sedative, then apply the traction and wait 
several hours, after which time most of them will be 
reduced. If not, give them a little more sedative and 
manipulate them right in the traction apparatus. 

Dr. Moos: How many x-rays would you take in the 
first week? 

Dr. Netson: One every day for four days or so, and 
then the interval between check x-rays gradually in- 
creases. 

Dr. HENRIKSON: Would you leave the arm in the 
same position while in traction or keep flexing the arm? 

Dr. Netson: I increase the flexion as the swelling goes 
down. 

(Next slide) This view shows the spreader to which 
the stockinette is fastened. 

Dr. HENRIKSON: We will now consider fractures high- 
er up the humerus in various parts of the shaft. Here 
is a slide showing a slightly comminuted and slightly 
oblique fracture near the middle. There is no shorten- 
ing so traction isn’t needed except to keep the frag- 
ments in proper aligment. 

You certainly don’t need skeletal traction in a fracture 
of this type. You could use tape traction with the pa- 
tient lying in bed. The arm would be abducted lying 
parallel to the top of the mattress. The forearm would 
be flexed at right angles to the arm with the fingers 
pointing to the ceiling. About 5 pounds attached to tapes 
applied to the arm would be adequate to keep the frag- 
ments in aligment. Tapes applied to the forearm extend 
up over the wrist to a pulley and a weight heavy enough 
to balance the forearm keeps it in comfortable position. 

(Next slide) This shows the x-ray picture of the 
fracture at three and one-half weeks. You can see good 
callus already forming. At this time the arm can be 
placed in a sling or in a hanging cast. A sling will 
allow satisfactory motion at both the elbow and shoul- 
der. Exercising of both joints is very important to pre- 
vent stiffness and muscular atrophy. If the patient is 
taught by the surgeon how to exercise, special physical 
therapy elsewhere would not be necessary. 

Dr. NeEtson: I always thought that fractures should 
be well immobilized—that the joint above and below 
the fracture should be stabilized. 

Dr. HENrRIKsSON: Yes, in the not too distant past we 
would put patients like this in a big heavy body cast 
with the arm abducted, but lately the trend is to keep 
the shoulder moving. The fracture heals here in most 
cases in spite of the lack of fixation. 

Dr. Moos: Well, I take exception. I grant you that 
in the humerus you can do that but— . 

Dr. Henrikson: You don’t immobilize the elbow in 
Colles’ fracture, the knee in Pott’s fraciures, the shoul- 
der in supracondylar fractures in children, do you? 
Well, anyway here’s the next slide showing a long spiral 
fracture rather high on the shaft. You could treat this 
one in bed just like we did the last one, but here we 
decided to use the hanging cast. 

Dr. Netson: Do you think a spiral fracture heals 
faster than an oblique? 
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Dr. HENrIKSON: It becomes stable faster because of 
the wider extent of the callus. Here you will notice 
in the next slide that using a hanging cast doesn’t seem 
reasonable because the upper margin of the cast doesn’t 
even extend over the upper part of the fracture. 

Dr. Scorr: Why wouldn’t you do an open operation? 

Dr. HeNRIKsSON: Most people and women especially 
don’t want a scar on their arm, They all would like to 
avoid an operation if possible. Here because of inter- 
posed soft parts we finally had to operate. 

Dr. Moos: Explain the surgical approach especially 
with regards to the radial nerve. What do you do with 
it? 

Dr. Henrikson: To avoid the nerve we try to keep 
close to the bone with our instruments. Notice in this 
next slide what was done. The approach is antero- 
lateral between the pectoralis major and deltoid muscles 
avoiding the cephalic vein along the margin of the 
deltoid. Continue downward along the lateral border 
of the biceps muscle to the brachioradialis muscle. Ex- 
pose the brachialis muscle by retracting the deltoid lat- 
erally and the biceps medially. Then split the brachia- 
lis longitudinally all the way down through the perios- 
teum to expose the bone. The radial nerve will be in 
the posterior half of the brachialis muscle, so retract 
carefully so as not to injure it. Free up only as much 
periosteum as is absolutely necessary to get at the frac- 
ture site. This next slide shows the site nicely ex- 
posed, a clamp holding the bones reduced, and holes 
being drilled for screws. You don’t have to use a 
plate in a spiral fracture of this type, as four, five, or 
six screws alone will hold well. The next slide shows 
Collison screws being put in. 

Dr. Moos: What about the cortices? Should the 
screw penetrate both cortices? Should the threads catch 
in the proximal as well as the distal cortex? What is 
the best way to put screws in? 

Dr. Henrikson: The drill should be a size smaller 
than the screw and should go through both cortices. 
The screw threads should have good purchase in both 
cortices, the tip protruding all the way through the 
distal cortex. 

Dr. Moos: Do you use a body cast after completing 
the operation? 

Dr. Henrikson: No. All we do is apply a well- 
padded posterior molded splint from the wrist to the 
area over the scapula where it is fanned out rather 
widely. The arm is in the position it would be when 
in a sling, which is applied when the plaster is set. 
Tensor bandages are used to hold the splint on the 
extremity and the shoulder area. A few days later 
the plaster is removed, exercises of the shoulder and 
elbow are begun, and the cast and sling reapplied un- 
til next physical therapy period. The plaster mold is 
kept on between times for three or four weeks or until 
the callus looks firm. 


Dr. Netson: Would you suggest a sling all that time? 
Dr. HENRIKSON: Yes. 


Dr. Moos: What about special exercises for these 
patients? 


Dr. Henrikson: While the splint and sling are off, 
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the patients are taught to lean over as far as possible with 
the extremity hanging loosely downwards. Then in or- 
der to get good shoulder action they are told to aim 
the index finger at the floor and make large imaginary 
O’s, X’s, and figure-of-8’s. They are told to flex and 
extend the elbow and to put the wrist and fingers 
through full ranges of motion many times daily. They 
are up and about the day after operation and home in 
a week. 

Dr. Netson: If this were associated with radial 
nerve paralysis, what would you do with the nerve? 
Explore it? 

Dr. HENRIKSON: To what type of case do you refer? 
A compound fracture, a simple fracture with wrist drop 
or what? One should always examine the patient for 
signs of nerve injury such as weakness or paralysis 
or sensory changes. 

Dr. NEtson: What would you do if such things were 
found? 

Dr. Henrikson: If I were going to do an open re- 
duction anyway, I would surely look to see if the nerve 
were actually cut, but wouldn’t be too radical in my 
search for it if the findings didn’t seem to indicate 
severance from the appearance of the muscle in which 
it lies. We have a patient up and around in the wards 
now whose transverse fracture of the humerus I plated 
several weeks ago. He had a wrist drop, but the 
brachialis and brachioradialis muscles. weren’t lacerated, 
and I could see no signs of a cut nerve on gingerly 
exploring the site. The injury to the nerve must have 
been only a contusion because function and _ sensation 
are returning nicely. 

Dr. Moos: I agree with you. When you expose the 
bone, and the periosteum and muscle are intact, and 
you don’t see the radial nerve in front of you, you can 
reasonably assume that the injury to the nerve was a 
contusion and will recover. 

Dr. CuLLIGAN: Would you make the same incision 
if you had a radial nerve paralysis? . 

Dr. Henrirxson: No, I wouldn”t. I would carry it 
down further over the brachioradialis, then search for it 
there and work upwards on it. 

Dr. Hays: It is important to repair the radial nerve 
early. 

Dr. HENRIKSON: What do you mean by early repair 
—immediate? Three weeks? Three months? You 
know that even just exposing the nerve at the time of 
open reduction will sometimes cause paralysis. 

Dr. Hays: Well, that will come back. 

Dr. HENnrIKsON: Yes, that’s the point. So will most 
of those associated with fractures, so shouldn’t you wait 
a while in these cases to see if function won’t come 
back? In compound fractures’ with nerve injuries, | 
think the tendency is to wait three weeks or so before 
suturing the nerve, although with penicillin, sulfas, 
streptomycin, et cetera, maybe we need not worry about 
infection as much as in the past. Some advise waiting 
three or four months. The longer you have to wait, the 
poorer your chances for a good result however. 

Dr. Netson: If you operate later rather than at 
once, you can work in a cleaner, drier field and get 
better hemostasis. I always thought that results in the 
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repair of the radial nerve were pretty good, but that 
is not true in the repair of the median and ulnar nerves 
because they are associated with the finer, motions. 

Dr. Henr1IKSON: Well the question as to when is the 
best time will take a long time to work out. Ten years 
from now we'll still be arguing about the same thing. 
Here is a slide showing another spiral fracture. This 
fracture was treated in a hanging cast. The next slides 
show the alignment to be good. 

Dr. Moos: It is difficult to get a good lateral x-ray 
of the humerus when in a hanging cast. 

Dr. Henrikson: This was taken through the chest 
with the uninjured arm raised and the injured arm 
against the plate. The following slides show how to 
correct displacements when using the hanging cast. 
For posterior angulation you lower the forearm by 
loosening the loop around the neck. For anterior 
angulation you raise the forearm by tightening the loop. 
For lateral angulation you place a large rubber sponge 
down by the elbow, while for medial angulation you 
place the sponge high up near the axilla. For short- 
ening you tie a weight in the loop of plaster beneath 
the elbow. For over-pull you support the cast lightly 
in a sling. The sling will also correct the occasional 
tendency to subluxation of the shoulder joint. 

The cast works best in the ambulatory patient in 
fractures in the lower two-thirds of the humerus in- 
cluding —T and Y condylar fractures provided the ar- 
ticular surfaces are in good alignment. 

The patient must be warned not to rest the cast on 
chair arms or pillows. At night the cast is hooked up 
to weights attached to the plaster loops to balance it 
in a comfortable position. The cast is removed in from 
four to eight weeks depending on whether callus is ade- 
quate to prevent displacement. A sling is used an ad- 
ditional four to eight weeks as needed. 

Dr. Moos: I would like to present a simple method 
for handling fractures of the surgical and anatomical 
neck of the humerus which occur in the older age group. 
We feel that the primary purpose in treatment of these 
fractures in the patient who is over forty-five or fifty 
years of age is restoration of function and not com- 
plicated strenuous maneuvers designed to obtain good 
anatomical reduction of the fracture at the expense of 
soft tissue atrophy and ligamentous contracture. We 
know that practically all fractures in this region will 
unite almost regardless of what position they may be 
in. We also know that healing of these fractures in a 
relatively poor anatomical position is often commensurate 
with good function at the shoulder joint if normal liga- 
ment and muscular elasticity and tone are preserved. 
We also know that if you immobilize the shoulder of 
any individual in the older age group, varying amounts 
of limitation of motion at the shoulder joint will occur. 
We have all had the experience of seeing individuals 
develop almost complete limitation of motion at the 
shoulder joint when for one reason or another the arr- 
was allowed to remain at the side for periods longer than 
ten days or two weeks. 

About ten years ago at Minneapolis General Hospital 
a review of all cases of this type of fracture showed 
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rather disappointing results in terms of function at the 
shoulder joint when the older individuals were con- 
sidered. For that reason the time-honored methods of 
traction, abduction, airplane splints and even shoulder 
spicas were largely discarded in favor of a simple routine 
consisting of initial immobilization in a well-fitting Vel- 
peau bandage which was allowed to remain in place 
only during the period of acute pain, extravasation of 
blood and muscular spasm. Depending upon the severity 
of the fracture, the immobilizing bandage was replaced 
by a sling with a small pillow between the elbow and 
chest wall in anywhere from three to ten days. At 
the same time physical therapy consisting of circum- 
duction exercises with some radiant heat and light mas- 
sage was encouraged. The exercise was increased in 
amount and duration rapidly. Care was employed not 
to allow pain to be produced by the maneuver and 
passive motion was strictly contraindicated. At about 
four weeks, in the average fracture, the sling was 
gradually discarded and the patient encouraged to begin 
active abduction exercises against gravity using the 
wall-ladder and shoulder-wheel. Again passive motion 
was strictly forbidden, and the yardstick of pain was 
used for measuring the amount of exercise permissible 
at any given stage. By the eighth week all limits were 
removed. We have been gratified to find that this pro- 
gram has greatly simplified handling this particular 
fracture and was followed by better and earlier return 
of function than when older, more conventional methods 
were employed. 

(A series of slides were shown demonstrating a frac- 
ture of the surgical neck’ of the humerus, application of 
a Velpeau bandage, circumduction exercises and the use 
of the wall-ladder and shoulder-wheel.) 

Dr. Netson: How long would you immobilize a frac- 
ture of the surgical neck of the humerus in a person 
seventy years old? 

Dr. Moos: Ten days or less, depending upon the initial 
severity of the acute reaction to injury. 

Dr. Netson: How many safety pins would you use 
to fix a Velpeau bandage in place? 

Dr. Moos: At least twenty-five to thirty safety pins. 
If you do not use enough, the bandage will rapidly slip 
and defeat its purpose. 

Dr. CULLIGAN: When do you start motion in the aver- 
age shoulder fracture? 

Dr. Moos: The maximum period during which we al- 
low the shoulder to be immobile is ten days. In the 
specific case the period depends on the patient, the type 
of fracture and the amount of hemorrhage. I would 
say the average is from seven to ten days. 

Dr. Netson: An important point in circumduction is 
that the patient should be made to understand that his 
arm be absolutely relaxed so that motion may actually 
occur at the shoulder joint and not be scapular. We 
tell these people to imagine that their hand is a stone 
and their arm is a string. Then they are encouraged 
to swing the stone as a pendulum. It is necessary to 
reassure the patient and relieve him of fear. 

Dr. Henrikson: What would you do if you had a 
fracture through the anatomical neck from which the 
head was dislocated? Would you take it out? 
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Dr. Moos: I don’t think so. By manipulation and 
the use of temporary skeletal traction a _ replace- 
ment of the head may often be effected. Even though 
the head might be upside down or in poor relation to 
the shaft, results by conservative treatment and early 
motion are as good in our hands as excision of the head. 
I would be inclined, however, to excise the head of the 
humerus if it remained in an extracapsular position 
unless some other contraindication existed. 

Dr. Netson: Will you explain the lateral x-ray view 
of the humerus? 

Dr. Moos: This view is taken’ through the chest from 
the opposite axilla with the good arm abducted out of 
the way. As far as I am concerned this is the only 
view of the neck of the humerus in the lateral plane 
which one can readily interpret and get something out of. 

Dr. CHIsHOLM: What is your experience with the 
Kuntscher intramedullary nail? 

Dr. Moos: At thé present time we use it in fractures 
of the femoral shaft. We have not used it in frac- 
tures of the humerus. I have been pleasantly sur- 
prised in femoral fractures at the ease of insertion, 
solidity of fixation and the freedom of motion in the 
extremity which follows its use. , 

Dr. NeLson: There was an article or two in some re- 
cent literature recommending the Kuntscher nail fixa- 
tion for pathological fractures. You have a case of 
pathological fracture in the femur now. Do you in- 
tend to use a Kuntscher nail? 

Dr. Moos: Yes, I plan to use it as a palliative proce- 
dure. Pathological fractures in the femoral shaft are 
often very difficult to handle. *I feel that with the use 
of an intramedullary nail these fractures can be made 
solid and the patient rendered much more comfortable 
by freeing them from necessity of bed rest, skeletal trac- 
tion and a Thomas splint. Certain pathological fractures 
are associated with spasmodic muscular twitching. 
This is particularly troublesome, and the fracture can 
be well controlled by intramedullary fixation. 

Dr. Scott: In fracture-dislocations of the elbow joint 
associated with fracture of the head of the radius with 
displacement, do you treat these conservatively or do you 
take the head of the radius out after the dislocation has 
been reduced? 

Dr. Netson: If the head of the radius is comminuted 
and the elbow dislocated, I think you should operate as 
soon as possible through an anterior incision, removing 
the radial head. All you have to cut is the skin be- 
cause the lower end of the humerus has torn through the 
brachialis muscle and lies right under the skin. The 
wound should be well washed out with saline, and he- 
mostasis should be complete. The dislocation should 
then be reduced and the operative wound closed. With 
that particular treatment you obtain a good result based 
on elbow motion in nine out of ten cases. If you go in 
laterally on this type of case, your result will be uni- 
formly bad. 

Dr. Scott: If the head of the radius is not commi- 
nuted but a greenstick fracture is present, what would 
you do? 

Dr. Netson: Usually you can reduce a greenstick 
fracture of the neck of the radius by thumb pressure. 
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If this is unsuccessful, go in through a lateral incision 
and correct the deformity. Internal fixation is not nec- 
essary. : 

Dr. McGanpy: Dr. Hays has had an interesting ex- 
perience at Oak Ridge, Tennessee, concerning the use of 
radioactive material in healing of fractures. 

Dr. Hays: I treated a man at Oak Ridge, Tennessee, 
who had a fracture of the femoral shaft and several 
fractures in the right forearm. These fractures were 
slow in healing. It was suggested to us that some ra- 
dioactive material be administered parenterally. This 
was done and followed by astonishing results.. The fe- 
mur became quite solid within four weeks after the 
treatment was begun. Further experimentation on rab- 
bits definitely demonstrated greatly increased rapidity 
of healing. In my case several days before the patient 
was ready to be discharged, jaundice occurred. It was 
the final opinion of the medical service that this may 
have been due to liver damage from the radioactive 
substance. For that reason no further use of the ma- 
terial has been carried out. 

Dr. Scorr: Have any bone sarcomas occurred ? 

Dr. Hays: Not to my knowledge. 

Dr. Wess: (Comments on American College of Sur- 
geons movie concerning the treatment of fractures) | 
first saw this film in Boston in January, and it was 
generally agreed that the plaster splint shown for Colles’ 
fracture should be cut back to the proximal palmar 
crease in order to allow proper finger motion. I think 
the sugar-tong splint should be explained. When a 
Colles’ fracture occurs which is unstable, it is necessary 
to get a firm hold of the carpals and metacarpals dis- 
tally. Proximally the ulna is fixed. However, there is 
no control over the upper end of the radius unless pro- 
nation and supination are prevented by carrying a sugar- 
tong plaster around the elbow joint. 

Dr. CHISHOLM: Some interesting work at the Peter 
Bent Brigham Hospital has been done by Drs. Ward 
and Swanson who have been studying fractures for 
several years. They fractured rabbits’ and dogs’ legs and 
removed some of the fracture hematoma, from which a 
phosphatase concentrate was made. When this was in- 
stilled into other experimental fractures, acceleration 
of union was noted. I believe that it has already been 
used in a number of adult humeral shaft fractures with 
good result. 





ASSOCIATED DISEASES OF THE 
SKIN AND EYE 


(Continued from Page 153) 


Summary 


Some of the more interesting diseases that have 
common ophthalmologic and dermatologic findings 
have been presented. Those conditions associated 
with systemic diseases, such as syphilis and tu- 
berculosis, and the endocrine and metabolic dis- 
turbances have been omitted, since a discussion 
of these subjects is beyond the scope of this paper. 


MINNESOTA MEDICINE 





*ision 


nec- Radiopaque diagnostic medium... 


E ex: Original development of Searle research 


se of 


essee, 
veral 


now 

_— I ] ® council 
“Thi odoch Oro 

This accepted 
e te- 

r the BRAND OF CHLORIODIZED OIL Secret 
| Tab- COUNCIL ON 
ati eNeinniiie = 
apis ‘ % MEDICAL 7 
t was 

may 

active 

> mMma- 


Sur- 
we I 
- was 
‘olles’ 
almar 
think 
en a 
essary 
Ss dis- 
ere 1S 
; pro- 
sugar- 


Peter 

Ward 

s tor 

ss and 

hich a 

as im- 

ration 

y been Clear visualization of body cavities—for the roentgen investigation of 

5 with pathologic disorders involving sinuses . . . bronchial tree . . . uterus... 
fallopian tubes . . . fistulas . . . soft tissue sinuses . . . genitourinary tract 
...@mpyemic cavities. 

Iodochlorol is notably free from irritation, free-flowing, highly stable 
and has pronounced radiopaque qualities. It contains the two halogens, 
iodine, 27 per cent, and chlorine, 7.5 per cent, organically combined 
with a highly refined peanut oil. 

Iodochlorol is available in bottles containing 20 cc. of the radiopaque 

have medium; each one is packed in an individual carton. G. D. Searle & 
dings Co., Chicago 80, Illinois. 


ciated Searle 


d tu- 


> RESEARCH IN THE SERVICE OF MEDICINE 


ission 


pa per. 


DICINE Fesruary, 1950 








* Reports and Announcements +¢ 





PRIZE ESSAY AWARD 


The Board of Regents of the American College of 
Chest Physicians offers a cash prize award of $250 to 
be given annually for the best original contribution, 
preferably by a young investigator, on any phase relating 
to chest disease. 

The prize is open to contestants of foreign countries 
as well as those residing in the United States. The 
winning contribution will be selected by a board of im- 
partial judges, and the first award will be made at 
the forthcoming annual meeting of the College to be 
held in San Francisco, June 22 to 25, 1950. 

The College reserves the right to invite the winner 
to present his contribution at the annual meeting, and 
to publish the essay in its official publication Diseases of 
the Chest. Contestants are advised to study the format 
of Diseases of the Chest as to the length, form and 
arrangement of illustrations to guide them in the prep- 
aration of the manuscript. 

The folllowing conditions must be observed: 

1. Five copies of the manuscript, typewritten in Eng- 
lish, should be submitted to the office of the American 
College of Chest Physicians not later than May 1, 1950. 

2. The only means of identification of the author or 
authors shall be a motto or other device on the title 
page and a sealed envelope, bearing the same motto on 
the outside, enclosing the name of the author or authors. 

Additional information may be obtained from the 
executive secretary of the College, 500 North Dearborn 
Street, Chicago 10, Illinois. 


AMERICAN GOITER ASSOCIATION 

The American Goiter Association will hold a meeting 
in the Shamrock Hotel, Houston, Texas, March 9, 10 
and 11, 1950. 

The program for the three-day meeting will consist 
of dry clinics, demonstrations, and papers dealing with 
goiter and other diseases of the thyroid gland. 


INDUSTRIAL HEALTH CONFERENCE 

The thirty-fifth annual conference of the American 
Association of Industrial Physicians and Surgeons will 
be held with four other groups—the American Confer- 
ence of Governmental Industrial Hygienists, the Ameri- 
can Association of Industrial Nurses, and the Ameri- 
can Association of Industrial Dentists, at the Sherman 
Hotel, Chicago, April 22-29, 1950. 

More than 100 papers will be read at the eight-day 
meeting, which will be the nature of a postgraduate 
course. Some of the subjects to be discussed will be: 
toxic effects of materials used in industry, accident 
hazards, treatment of injuries, interpretation of x-rays 
in industrial cases. 

Additional information may be obtained from Dr. F. 
W. Slobe, 425 North Michigan Avenue, Chicago, Illinois. 
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MINNESOTA SOCIETY OF NEUROLOGY 
AND PSYCHIATRY 

A special meeting of the Minnesota Society of Neurol- 
ogy and Psychiatry was at the Town and Country Club 
in Saint Paul on February 7. Dr. A. Earl Walker, 
professor of neurological surgery, Johns Hopkins Uni- 
versity, was the guest speaker. He addressed the society 
upon the subject, “Posttraumatic Epilepsy.” 


E. STARR JUDD LECTURE 


The seventeenth E. Starr Judd Lecture was given 
by Dr. Henry K. Beecher, Dorr Professor of Research 
in Anesthesia, Harvard Medical School, on February 
16 at the University of Minnesota. Doctor Beecher’s 
subject was “Growth in the Field of Anesthesia: 
Problems in the Control of Pain.” 

The late E. Starr Judd, an alumnus of the Medical 
School of the University of Minnesota, established this 


annual lectureship in Surgery a few years before his 
death. 


Some 


CONTINUATION COURSES 


Gastrointestinal Diseases—A continuation course in 
gastrointestinal diseases will be presented at the Cen- 
ter for Continuation Study of the University of Min- 
nesota on March 6 to 8. The course is intended for 
general physicians and will emphasize the diagnosis and 
management of disorders of the gastrointestinal tract. 


Among the subjects to be considered in the course 
will be a symposium on peptic ulcer, a discussion of 
the functional bowel syndrome, and the psychosomatic 
aspects of the gastrointestinal disorders, the x-ray diag- 
nosis of gastrointestinal diseases, and a clinic’ on gastro- 
intestinal disorders in pediatrics. Faculty for the course 
will include clinical and full-time members of the Uni- 
versity of Minnesota Medical School and the Mayo 
Foundation. 


Pediatrics—The University of Minnesota announces 
a continuation course in pediatrics on April 10 to 12. 
This course, which will be presented at the Center for 
Continuation Study, is intended for physicians specializ- 
ing in pediatrics and will be devoted to disorders of 
metabolism and endocrine function. 


Distinguished visiting physicians who will participate 
as faculty members for the course are Dr. Daniel C. 
Darrow, Yale University School of Medicine, and Dr. 
George M. Guest, Children’s Hospital, Cincinnati, Ohio. 
The remainder of the faculty for the course will be 
made up of clinical and fulltime members of the staff 
of the University of Minnesota Medical School and the 
Mayo Foundation. 


(Continued on Page 194) 
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Neurologic Center of Glenwood Hills Hospitals to be ready for service soon 








The Center Will Have Complete Facilities For: 


treatment of the hemiplegic patient 
multiple sclerosis 

retraining of speech disorders 
paraplegia and other paralyses 


ataxias 


GLENWOOD HILLS HOSPITALS 


3901 GOLDEN VALLEY ROAD e¢ MINNEAPOLIS 22, MINNESOTA 


Offering a High Standard of Facilities for 25 Years 


Fepruary, 1950 





REPORTS AND ANNOUNCEMENTS 


CONTINUATION COURSES 
(Continued from Page 192) 


Symposium on Hypertension.—The University of Min- 
nesota announces a symposium on Hypertension to be 
presented on the campus of the University of Minne- 
sota on September 18 to 20 in honor of Dr. Elexious T. 
Bell, Dr. Benjamin J. Clawson, and Dr. George E. Fahr. 
Dr. Bell and Dr. Clawson retired from the department 
of pathology in June, 1949, and Dr. Fahr will retire in 
June, 1950, from the department of medicine. 

A symposium on hypertension in honor of these men 
is appropriate since all three have had special interest 
in this disease. The symposium will bring to the Uni- 
versity distinguished scientists from the United States 
and broad. Support for the symposium has been pro- 
vided by the Variety Club, the Mayo Foundation and 
the University of Minnesota. All interested physicians 
will be welcome to attend. 


BLUE EARTH COUNTY SOCIETY 

At the annual meeting of the Blue Earth County Medi- 
cal Society in Mankato, Dr. A. A. Schmitz was elected 
president of the organization.. Other officers named 
were Dr. R. W. Kearney, vice president, and Dr. O. H. 
Jones, secretary. All three officers are from Mankato. 


CLAY-BECKER COUNTY SOCIETY 
Dr. Allen Moe, Moorhead, was elected president of 
the Clay-Becker County Medical Society at its meet- 


ing in Moorhead on December 9. Dr. Arnold Larson, 
Detroit Lakes, was named vice president, and Dr. L. 
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H. Flancher, Lake Park, secretary-treasurer. 
Principal speakers at the meeting were Dr. Lyle 
French, Minneapolis, and Dr. F. C. Jacobson, Duluth, 


FREEBORN COUNTY SOCIETY 

Elected president of the Freeborn County Medical 
Society, at its meeting in Albert Lea on December 17, 
was Dr. M. O. Nesheim of Emmons. Other officers 
elected included Dr. C. E. J. Nelson, vice president; 
Dr. E. S. Palmerton, secretary, and Dr. R. A. Demo, 
treasurer. 


RED RIVER VALLEY SOCIETY 

At the annual meeting of the Red River Valley Medi- 
cal Society in Crookston on December 9, Dr. Kenneth 
W. Covey of Mahnomen was elected president, to 
succeed: Dr. George Sather, Fosston. Elected vice pres- 
ident was Dr. Donald E. Pohl, Crookston, and re- 
elected as secretary-treasurer was Dr. R. O. Sather, 
Crookston. 


ST. LOUIS COUNTY SOCIETY ’ 

At the annual meeting of the St. Louis County Med- 
ical Society in Duluth on December 8, Dr. O. L. 
McHaffie, Duluth, was named president-elect of the 
organization, to take office in 1951. 

Dr. L. R. Gowan, Duluth, will serve as president dur- 
ing 1950. Dr. J. A. Malmstrom, Virginia, is the vice 
president for 1950, and Dr. C. H. Christensen, Duluth, 
iS secretary-treasurer. 


STEARNS-BENTON COUNTY SOCIETY 

The January meeting of the Stearns-Benton County 
Medical Society was held in St. Cloud on January 19. 
The principal feature of the scientific program was a 
symposium on “Fractures of the Upper and Lower Ex- 
tremities” presented by Dr. Maynard C. Nelson, Dr. 
Daniel J. Moos, and Dr. Earl C.- Henrickson, all of 
Minneapolis. 


WINONA COUNTY SOCIETY 

Dr. H. J. Roemer, Winona, was elected president of 
the Winona County Medical Society at its annual meet- 
ing in Winona on January 9. Dr. Roemer succeeds Dr. 
F. J. Vollmer, Winona, in the office. 

Other officers elected include Dr. Fred Roth, Lewiston, 
vice president; Dr. Hilmar Schmidt, Winona, secretary, 
and Dr. Philip Heise, Winona, treasurer. The latter 
two were re-elected to office. 


As a result of intensive studies during the past few 
years, evidence has accumulated which suggests that 
histoplasmosis—formerly believed to be a rare and 
usually fatal disease—also exists as a mild asymptomat- 
ic syndrome which is very prevalent in certain parts of 
the world. Although quite typical cases of clinical 
histoplasmosis are probably much more frequent than 
previously thought, the principal significance of the 
asymptomatic form is that in certain respects the dis- 
ease so closely resembles tuberculosis as to be fre- 
quently confused with it—Muicuart L. Furcotow, M.D., 
Pub. Health Rep., November, 1949. 
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+ Woman’s 


Auxiliary + 





UNIT PLANS FOR COMING YEAR 
Mrs. R. J. Dittrich 

Having arrived at the mid-point of their 1949-50 period 
of activity, members of the St. Louis County Medical 
Auxiliary feel they can look back on a successful first 
half, with more important plans for the future. 

The first social event of the year was a tea planned 
by Mrs. S. N. Litman and held in the home of Mrs. 
L. R. Gowan. The Auxiliary entertained the wives of 
new doctors, residents and interns and also honored past 
presidents. 

The Duluth group exceeded their quota by almost 
one hundred dollars at the annual rummage sale in 
October. Mrs. L. R. Gowan and Mrs. A. O. Swenson 
acted as chairman and co-chairman. 


Instead of the usual White Elephant party, the ‘So- 
cial Committee entertained the members with a Social 
Day at the regular meeting in November. Homemade 
cakes and preserves were raffled and the proceeds were 
added to the philanthropic fund. 

At the December Board meeting, called by the presi- 
dent, Mrs. John K. Butler, the Auxiliary focused its 
attention on the serious problems that concern doc- 
tors’ wives these days. 








AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 




















Beginning with the January 10 meeting at the kitchi 
Gammi Club, the Auxiliary started with a study group 
at 11:30 am. This was patterned after the plan of 
the state workshop which was held in Minneapolis last 
fall. Dr. A. O. Swenson directed and acquainted them 
with the current problems of medicine, and two mem- 
bers led the discussion which followed. Mrs. G. A, 
Hedberg and Mrs. Karl E. Johnson were moderators 
for the month of January. At 12:30 luncheon was 
served, during which a résumé of what had _ been 
learned at the study period was presented. 

At 1:30 the regular formal.program took place which 
featured a talk on interior decorating by John Wen- 
dell Engstrom. 

The annual dinner dance was given at the Kitchi 
Gammi Club, on January 28. 

Mrs. R. H. LaBree and Mrs. F. T. Becker have charge 
of the program for the remainder of the year. 


On Education Board : 
Mrs. Anderson C. Hilding, Duluth, member of the 


Woman’s Auxiliary to the St. Louis County Medical 
Society, was appointed by Governor Luther W. Young- 
dahl to serve a five-year term on the State Board of 
Education. 

Mrs. Hilding is a graduate of the University of Min- 
nesota. The wife of Dr. Anderson C. Hilding, Duluth, 
she is the mother of five children. 


NEW OFFICERS ELECTED 
Mrs. C. W. Moberg 

Mrs. James Oliver, Moorhead, was elected president 
of the Woman’s Auxiliary to the Clay-Becker Medical 
Society for the coming year. Mrs. Thomas Buisclair, 
Detroit Lakes, was elected secretary-treasurer. Mrs. 
C. W. Moberg, Detroit Lakes, is the retiring president. 


The Christmas sale held at the December meeting 
was a success. Proceeds were given to the patients of 
the Sand Beach Sanitarium to be used as spending 
money. 


GROUP STUDIES BY-LAWS 
Mrs. J. F. Norman 

A set of revised by-laws was presented to the Red 
River Valley Medical Society Auxiliary at the meet- 
ing of December 9, 1949. Voting on the by-laws will 
be held at the annual meeting in the spring. Mrs. C. 
L. Oppegaard and Mrs. J. F. Norman presented the 
by-laws. 

The club met at the home of Mrs. W. F. Mercil, 
Crookston. 

Mrs. Oppegaard discussed a pamphlet on compulsory 
health insurance, “The Voluntary Way is the American 
Way.” 

New members include: Mrs. R. R. Hendrickson and 
Mrs. D. E. Pohl. Mrs. C. M. Adkins of Thief River 


Falls was an out-of-town guest. 
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Nasal membrane showing increased 
leukocytes with denudation of cilia. 





Normal appearing nasal epithelium, 


Nasal engorgement and hypersecretion 
accompanying the common cold and sinusitis are 
quickly relieved by the vasoconstrictive action of 


NEO-SYNEPHRINE‘*’ 


HYDROCHLORIDE 
Brand of Phenylephrine Hydrochloride 


\ 

The decongestive action of several drops in each 

nostril usually extends over two to four hours. The DN withing 

effect is undiminished after repeated use. New York 13,,N. Y. WINDSOR, ONT. 
Relatively nonirritating . . . Virtually no central 

stimulation. 
Supplied in %4% solution (plain and aromatic), 

1 oz. bottles. Also 1% solution (when greater con- 


centration is required), 1 oz. bottles, and 2% 


water soluble jelly, % oz. tubes. 
Fesruary, 1950 


Inc. 


Neo-Synephrine, trademark reg. U. S. & Canada 
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In Memoriam 





THAYER CLINTON DAVIS 


Dr. Thayer C. Davis of Wadena passed away on 
November 17, 1949, at the age of sixty-two. He suf- 
fered from an attack of coronary thrombosis on July 
20, 1942, which had restricted his activities in recent 
years, 

Dr. Davis was born at Howard Lake, Minnesota, 
May 5, 1887. He graduated from the University of 
Minnesota Medical Schoo] in 1913 and interned at the 
City and County Hospital in Saint Paul. He practiced 
at Warroad, Minnesota, from 1914 to 1918 and at Glen- 
wood from 1918 to 1922. 


As: an undergraduate he was a member of Alpha 
Omega Alpha and while residing in Wadena belonged 
to the Upper Mississippi Medical Society, the Minnesota 
State and American Medical Associations. He was 
active in civic affairs and was president of the First 
National Bank of Wadena. 

Dr. Davis is survived by his wife; two sons, Dr. 
Thayer Davis, Jr., of Beaver Dam, Wisconsin, and 
Robert Davis of Cheyenne, North Dakota; and a brother, 
Dr. Thomas L. Davis of Wadena, with whom he had 
been associated in practice. 


JOHN CHARNLEY McKINLEY 


Dr. J. C. McKinley, formerly Professor of Neuro- 
psychiatry and head of the Department of Medicine 
at the University of Minnesota Medical School, died fol- 
lowing an illness of several years’ duration, January 
3, 1950. 

John Charnley McKinley was born in Duluth, Novem- 
ber 8, 1891. He attended West High School in Minne- 
apolis and later the Horace Mann High School in 
New York City. 

He attended the University of Minnesota where he 
obtained the degrees of B.S. in 1915, M.A. in 1917, 
M.D. in 1919, and Ph.D. in 1921. Five years of post- 
graduate study in anatomy and neuropsychiatry were 
taken at the university. He acquired membership in 
the societies of Sigma Xi and Alpha Omega Alpha 
during his student days. 


Among other appointments, Dr. McKinley: was sec- 
retary-treasurer of the Minnesota State Board of Ex- 
aminers in the Basic Sciences. Neuropsychiatry was 
Dr. McKinley’s special field and he held a professor- 
ship in this field at his Alma Mater. 


The family’s reaction and attitudes toward the pa- 
tient’s tuberculosis can have a decided effect upon the 
progress of his treatment. The members of the family, 
as well as the patient, need education as to the meaning 
of the disease and must be particularly aware of their 
role in enabling the patient to remain in the hospital 
until treatment is completed—Wz1Lt1amM B. TOLLEN, 
Ph.D., VA Pamphlet 10-27, October, 1948. 
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+ Of General Interest . 





The treatment of herpes zoster in the past has been 
symptomatic and has consisted largely of pain- 
killers. On the whole it has been highly unsatis- 
factory. 

For the benefit of readers who failed to see the 
report by Binder and Stubbs of the dramatic results 
obtained with aureomycin in the treatment of four 
cases of herpes zoster, we mention their findings: 
Aureomycin, in 500 mg. doses every six hours for 
two days, caused marked relief from pain within 
twenty-four hours in three of the four patients and 
moderate relief in the fourth. 

The trial of this new “wonder-drug” for this pain- 
ful affliction would seem well worth while. 


* * * 


Dr. Richard W. Maertz, after practicing in Good- 
hue for several years, has moved to Faribault and 
opened offices in the Security Bank Building. 


* * * 


In New Prague, Dr. Charles F. Cervenka has 
moved his offices into a new medical-dental office 
building. Construction of the one-story building, 
which was erected by Dr. Cervenka and Martin A. 
Rathmanner, D.D.S., was completed last August. 

Dr. Cervenka was graduated from the University 
of Minnesota Medical School in 1927. Associated 
with him in practice at New Prague is Dr. E. M. 
Doherty, a graduate of Marquette University School 
of Medicine. 

* 2 


Dr. Paul R. Hawley has resigned as chief execu- 
tive officer of the Blue Cross and Blue Shield Com- 
missions to become director of the American College 
of Surgeons, effective March 1. No one has yet been 
named to succeed him. Dr. Malcolm MacEachern 
will become director emeritus of the American Col- 
lege of Surgeons, will continue to head the hospital 
standardization program and will assist with other 
special activities. 

* * * 

Dr. George N. Kraemer, who was formerly as- 
sociated in practice with Dr. L. J. Monson of Canby, 
is now located in Minneapolis where he is taking 
postgraduate training under a surgical fellowship. 

* * * 

The University of Minnesota J. B. Johnston Lec- 
ture in Neurology was given on January 31 by 
Dr. Theodore B. Rasmussen, professor of surgery 
and chief of the division of neurosurgery at the Uni- 
versity of Chicago. The title of his address was 
“Cortical Localization.” Dr, Rasmussen is the first 
University of Minnesota Medical School graduate to 
give the Johnston Lecture, which is presented an- 
nually in honor of the former professor of neurology 
and dean of the College of Science, Literature and 
the Arts at the University. 


200 


Office nurses are available through the Professional 
Counseling and Placement Service of the Minnesota 
Nurses’ Association, at no charge to nurse or em- 
ployer. References are assembled on all registrants, 
Further information may be obtained by writing to 
the Minnesota Nurses’ Association, 2395 University 
Avenue, Saint Paul 4; or by calling NEstor 4807. 


. = ‘S 


“Cutaneous Cancer” was the title of an address 
presented by Dr. Henry E. Michelson, Minneapolis, 
at the second. annual Mid-West Cancer Conference 
in Witchita, Kansas, on January 19. 

* * * 


The motion picture “Be Your Age,” presented by 
the Metropolitan Life Insurance Company and the 
American Heart Association, depicting facts about 
the heart and heart disease, should be valuable in 
the education of the public. It provides excellent 
educational material by showing, for example, the 
response of the heart to strenuous exercise in youth 
as compared to that in older age groups, and by 
pointing out the favorable results from proper re- , 
striction of activities by suffering from 
heart impairment. 


persons 
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Fishermen’s College.—The following article, about 
a member of the Minnesota State Medical Associa- 
tion, appeared in a recent issue of the Medical Pocket 
Quarterly and is reprinted here since it definitely seems 
to be “of general interest.” 


Fishermen—Take Notice 


Dr. Herman Linde, Minneapolis Coll. P. & S. '05, of 
Cyrus, Minn., is not only a most competent physician, 
but is the head of the first and only Fishermen’s College 
in the world. 

Dr. Linde, dean of the institution, got the idea for 
such a college in 1939. He said that during hard times 
people were doing everything. for everybody except the 
poor fisherman. “He was a forgotten man.” So he 
started to do something about it. He founded this college 
which now has 1,568 members. Its diploma reads: 
“This certifies that (blank) is thoroughly educated in 
the art and science of fishing and that he has a profound 
knowledge of scientific ichthyology and piscatorial meta- 
physics . +i 

One unique feature is that the Fishermen’s College 
confers the degree of Doctor Piscator, summa cum laude, 
before the examination is held. And there is a reason. 
Some of the questions are—“How long can a whale hold 
his breath under water?” “Did your great grandma ever 
go angling?” “Define piscatorial psychosis.” “Does a 
New Dealer catch more fish than a Republican?” “How 
many scales has a 2,500 Ib. devil fish?” “On what day did 
God create the fishes?” et cetera. There are thirty-eight 
questions, winding up with “What is a straight fish 
line?” He asks that the answers “possess clarified con- 
ciseness, a compacted comprehensibleness, a coalescent 
consistency, and a concentrated cogency.” 

One interesting thing about the college is that a gradu- 
ate is sure to get a diploma, which is similar to the 


(Continued on Page 202) 
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OF GENERAL INTEREST 


(Continued from Page 200) 


diplomas of educational institutions and signed by the 
professors in various departments, which are “Bigger 
and better fish,” “Original fish stories,” “How to avoid 
the game warden,” and “Piscatorial prognostication” and 
several others. 


A man who sends a dollar to Dr. Linde with the 
request to join the institution will receive the diploma 
with the degree, and can let his conscience be his guide 
about answering the questions. 


Among the graduates are McKenzie King, late Premier 
of Canada, Secretary of State Dean Acheson Gover- 
nors George T. Mickelson of South Dakota; Val Peter- 
son of Nebraska and Youngdahl of Minnesota; King 
Haakon of Norway, as Dr. Linde was born in Norway, 
and a great number of other dignitaries. 


At the last banquet 260 people were present and 
Governor Youngdahl was the speaker. 


* * * 


Dr. F. W. Wittich, Minneapolis, presented a paper 
entitled “The Influence of Antihistamine Agents on 
Passive Transfer Wheals” at a meeting of the 
American College of Allergists in St. Louis on Janu- 
ary 16, 17 and 18. 


* * * 


An institute to explore the application of new 
techniques of information services to the field of 
health education was held at the University of Min- 
nesota Center for Continuation Study on January 
12 and 13. The institute was presented in co-opera- 
tion with the University School of Public Health, 
the Audio-visual Education Service, the School of 
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* * * 


Among Minnesota physicians attending a post- 
graduate course on diseases of the blood, held at 
the Medical College of Alabama early in December 
and sponsored by the American College of Physi- 
cians, were Dr. Bernhard J. Cronwell, Jr., Austin, 
and Dr, Donald C. Campbell, Rochester. 

* * * 


Dr. Robert B. Engstrom, formerly of Minne- 
apolis, has opened offices for the practice of medicine 
in Mankato. A graduate of the University of IIli- 
nois College of Medicine in 1939, Dr. Engstrom 
served his internship and a surgical residency at 
St. Luke’s Hospital. Chicago. He then conducted a 
general practice in Michigan City, Indiana, for three 
years, after which he moved to Minneapolis and be- 
came associated with the Nicollet Clinic for four 
years. He has taken postgraduate work at the Uni- 
versity of Minnesota. 

* * * 

It was announced in December that Dr. W. J. 
Hruza of Minneapolis planned to move to Madelia 
to become associated in practice with Dr. H. E. 
Coulter of that city. A graduate of the University 
of Minnesota Medical School in 1943, Dr. Hruza 
served in the Navy for two years during World War 
II. For the past three years he has been a surgical 
resident at Swedish Hospital, Minneapolis. 

* 6 6 


A bequest of almost one-half million dollars was 
presented to the University of Minnesota on Decem- 
ber 23 to be used for medical research. The bequest 
was from the estate of the late Silas McClure, Min- 
neapolis businessman who died on February 16, 1949. 
Total value of the bequest was $482,304. Mr. Mc- 
Clure, who had previously given other medical re- 
search funds to the University, was the originator 
of the Monarch kitchen range and until his retire- 
ment in 1944 was president of the Electric Machinery 
Manufacturing Company, Minneapolis. 

* * * 

Dr. D. O. Osborn has become associated in prac- 
tice with Dr. Oliver W. Roberts in Owatonna. A 
graduate of the University of Nebraska, Dr. Osborn 
interned at Grace Hospital, Detroit, Michigan. He 
has practiced medicine at Omaha, Nebraska, and 
has served in the Army for the past two years. 

* * * 

In the middle of December, Dr. and Mrs. Oliver W. 
Anderson, of Luverne, and their two sons left for a 
one-month vacation trip through the southern part 
of the United States. 

es 

Dr. Jermyn F. McCahan, medical director of 
Bausch & Lomb Optical Company since 1941, has 
been named assistant to Dr. Carl M. Peterson, secre- 
tary of the AMA Council on Industrial Health. In 
his new assignment Dr. McCahan will travel ex- 
tensively, visiting numerous industries throughout 
the United States. 
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THE FOURTH OF A SERIES 


We are using the opportunity afforded by the advertising 


facilities of Minnesota Medicine to discuss Municipal 


securities for investment of your savings. 


Investors usually buy municipal securities for safety, steady and tax 
free income, and very seldom trade or sell. Generally there is no 
listed market on Municipals since there is no continuing supply of 
particular issues except a few of the larger municipalities such as 
New York City, Philadelphia, Los Angeles, etc., where a floating 
supply is usually available. It is in the nature of an unlisted market 
and while not generally known, daily volume in Municipal trading 
and selling exceeds that of corporate bond trading on the New York 
Stock Exchange. We make bids or furnish appraisal prices on any 
municipal securities. 


Prices and yields for municipal bonds are based on the general con- 
dition of the money market, the length of time to maturity, geograph- 
ical location and other factors. It is our established policy never to 
sell a municipal security to our clients which under similar personal 
financial conditions any one of us would not buy for our own invest- 
ment. Our offering circulars are prepared giving detailed informa- 
tion on all securities offered. 


JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 


TELEPHONES 
St. Paul: Cedar 8407, 8408, 3841 
Minneapolis: Nestor 6886 


GROUND FLOOR 
Minnesota Mutual Life Bldg. 
St. Paul 1, Minnesota 











Dr. Gordon R. Kamman of Saint Paul has been 
appointed chief of the neuropsychiatric service at 
Ancker Hospital, Saint Paul. 

* * * 

Chairman of the 1950 Heart Campaign in Crow 
Wing County is Dr. Francis J. Schnugg of Brainerd. 
* *k * 

Emergency diphtheria immunization clinics were 
set up at two Minneapolis schools on January 18 
by Minneapolis Health Department and school of- 
ficials. It was announced by Dr. F. J. Hill, com- 
missioner of health, that thirty-two of the thirty-nine 
cases of diphtheria in the city from January 15, 
1949 to January 15, 1950, occurred in the area in 


Fesruary, 1950 


which the two schools are located. Dr. Hill stated 
that the deaths of two children in the previous week 
were “needless” and that diphtheria could be almost 
entirely prevented through immunization. Parents 
were urged to bring preschool children to the clinics 
and to sign release forms for school children to per- 
mit immunization, 
x * * 

Dr. L. McKenzie Gross, formerly of Provo, Utah, 
has become a staff member of the Fergus Falls State 
Hospital. A graduate of the University of Tennessee 
Medical School, Dr, Gross has been associated with 
two state hospitals in Tennessee as well as one in 
Provo. 
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C. F. ANDERSON CO., Inc. 


Surgical and Hospital Equipment 


A DISTINGUISHED BAG 
with a Distinguishing feature 


“OPN-FLAP” 


HYGEIA 
MEDICAL BAGS 








... it holds % more! 


The famous patented ““OPN-FLAP” feature, de- 
signed with the advice of physicians, permits 
opening of Hygeia Bag to the full length and 
width of the top, thus allowing 1% more space 
for packing. Hygeia is the only medical bag that 
can be packed to the very top and easily zipped 
closed without crushing or jamming the contents. 
Made of the finest top grain leathers by luggage 
craftsmen, the “OPN-FLAP” Hygeia Medical 
Bag is preferred by doctors everywhere. 


MINNEAPOLIS 2, MINNESOTA 








It was announced on December 16 that Dr. A. D. 
Hoidale, a practitioner in Tracy for forty-five years, 
had sold his interest and equipment at the Tracy 
Medical Clinic to Dr. Lyle M. Benson of that city. 
As a result Dr. Benson became the new partner of 
Dr. W. G. Workman in the clinic. 

Dr. Hoidale, however, continues to own jointly 
with Dr. Workman the clinic’s hospital building, 
where he intends to maintain his practice in the 
future, occasionally relieving Dr. Benson and Dr. 
Workman at the clinic. 

Immediately after the announcement of the trans- 
action, Dr. and Mrs. Hoidale left for Tucson, Ari- 
zona, where they planned to spend the winter. 


* * * 


During 1949, Health District 5, comprising thirteen 
counties, lost nine practicing physicians, Dr. Helen 
B. Wolff of Worthington, district director, reported 
early in January. That left one physician for every 
1,700 persons, as compared with 1,600 in 1948. The 
proportion varied from one physician per 2,800 per- 
sons in Redwood County to one per 1,200 in Yellow 
Medicine County. 

Dentists remained practically constant in number, 
with an average ratio of one per 1,850 persons. The 
range, however, extended from one dentist per 5,020 
persons in Murray County to one per 1,438 in Lyon 
County. 

With only ten of the thirteen counties in the dis- 
trict reporting on the availability of nurses, regis- 
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tered nurses decreased during the past year by 
fourteen, and practical nurses gained by fifty-five. 
Full-time public health personnel in the district rose 
from fifteen in 1948 to 23 in 1949, 


* * * 


Dr. Robert D. Semsch, Minneapolis, has been re- 
appointed Hennepin County physician for 1950. 


x* * * 


Litchfield acquired another physician on January 1 
when Dr. Wayne A. Chadbourn became associated 
in practice with Dr. Harold E. Wilmot, Dr. Cecil A. 
Wilmot and Dr. Donald E. Dille of Litchfield. A 
graduate of the University of Minnesota Medical 
School in 1943, Dr. Chadbourn served overseas in 
the Army during World War II. Following his 
term of service, he took postgraduate work at the 
University of Minnesota and at Abbott Hospital, 
Minneapolis. 

* * * 


Construction of a one-story medical office build- 
ing began in Grand Rapids early in January. Own- 
ers of the new structure will be Dr. Gordon M. 
Erskine and Dr. Clarence R. Ferrell, whose offices 
were destroyed in a recent fire. Completion of the 
building is expected during March. 

. * < 


Retirement of Dr. Brand A. Leopard, Albert Lea, 
was announced in December. After practicing in 
Albert Lea for eighteen years, Dr. Leopard planned 
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to retire in March or April and move to his home 
in Brownsville, Texas. 

A graduate of the University of Minnesota, Dr. 
Leopard began his medical practice in New Rich- 
land. Later he took postgraduate work in surgery 
at the University of Pennsylvania, then practiced as 
a group surgeon in Evanston, Illinois. Eighteen 
years ago he moved to Albert Lea, where he has 
since practiced. Always civic minded, he has been 
a member of numerous city, medical and fraternal 
organizations. His retirement is caused by ill health, 

= Ss 

Specialized training in psychiatry will be given to 
Minnesota mental hospital physicians, Governor Lu- 
ther Youngdahl announced on January 6. The state 
physicians will receive a week of training at the 
Mayo Clinic’s psychiatric section in Rochester. Cred- 
it for paving the way for the program was given to 
Dr. Francis J. Braceland, head of the psychiatric 
section of the Mayo Clinic and co-consultant in 
psychiatry to the Minnesota Division of Public 
Instruction. 

* * * 

Dr. Harold C, Habein, of the section on internal 
medicine of the Mayo Clinic, Rochester, was mar- 
ried on December 23 to Mrs. Margaret H. Webb 
of Wabasha. 

* ak * 

“The Pathologist and Law Enforcement” was the 
title of a talk given by Dr. Arthur H. Wells, Du- 
luth, at a meeting of the Exchange Club in Duluth 
on January 4. 


Dr. Donald M. Houston has been chosen as the 
Park Rapids school physician for the present school 
year. The office is a new service in Park Rapids, 
where it is planned to have the position rotate among 
the local physicians, each serving one year. 

* * * 


» A mass chest x-ray survey will be held in Mower 
County starting in March. The survey will last nine 
weeks and will be conducted by technicians from 
the Minnesota Department of Health in two mobile 
X-ray units. 

’ ¢ + 

January 1, 1950, marked the fiftieth wedding anni- 

versary of Dr. and Mrs. Arthur E. Benjamin of 
Minneapolis. The physician and his wife celebrated 
the event at a dinner attended by their four children, 
among them Dr. Harold G. Benjamin and Dr. Edwin 
G. Benjamin, both of Minneapolis. 

* ¢ 


Among Minnesota physicians who attended a con- 
tinuation course in obstetrics at the University of 
Minnesota in the middle of December were Dr. 
Bernice Thoresen, South Saint Paul; Dr. Peter J. 
Kitzberger, New Ulm, and Dr. Robert A. Murray, 
Hibbing. 

* * * 

A total of 110 physicians, dentists and nurses at- 
tended the final meeting on December, 14 of the 
eight-week seminar on heart disease, cancer and 
psychosomatic medicine held in Fergus Falls. The 
principal speaker at the last of the weekly meetings 
was Dr. Roger Howell, associate professor of neuro- 
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psychiatry at the University of Minnesota Medical 
School. 
a 

Work on a new medical clinic building in Oklee 
was nearing completion early in January, and it was 
expected that the structure would be ready for op- 
eration by the end of the month. 
Dr. F. L. Behling, newly arrived physician in the 
village, was using his residence as a temporary office. 
The clinic building was financed by donations from 
local businessmen, farmers and the village. Total 
cost for the building and equipment was estimated 
at $33,000. 

-_— 

Early in January Dr. Henry Van Meier of Still- 
water attended a course on cardiovascular diseases 
at the University of Minnesota Center for Continua- 
tion Study. 

x * * 

Dr. John S. Lundy, chief of the section on anes- 
thesiology at the Mayo Clinic, was honored on De- 
cember 4 at a dinner in Rochester on his twenty- 
fifth anniversary in Rochester. More than 100 per- 
sons, many of them former associates who returned 
to Rochester for the event, attended the affair. Dr. 
Ralph Knight, Minneapolis, presented Dr. Lundy 
with a silver tray inscribed with the names of more 
than 250 of his former students. Said Dr. Knight: 
“The tray is a memento of our gratified feeling for 
the wisdom we received from you over a period of 
twenty-five years.” 


In the meantime. 


Dr. George L. Loomis, Winona, presented a paper 
at the meeting of the Minnesota Academy of (ph- 
thalmology and Otolaryngology in Saint Paul on 
December 9. Dr. Loomis discussed the histamine 
treatment of Bell’s palsy. 

* * * 

“Foundations for Better Health and Physical Fit- 
ness” was the title of a talk presented by Dr. Ralph 
J. Eckman, Duluth, at a meeting of the Parent- 
Teachers Association at Jefferson School in Duluth 
on December 13. 

* * * 

Dr. Leo G. Rigler, director and professor of radi- 
ology and physical medicine at the University of 
Minnesota, has been named national vice president 
of the American Friends of the Hebrew University, 

x * x 

Minnesota’s new mental health commissioner is 
Dr. Ralph Rossen, superintendent of the Hastings 
State Hospital for many years, Announcement of 
his appointment to the newly created post, which 
became effective on January 1, was made on Decem- 
ber 15 by Governor Luther Youngdahl, who issued 
a two-page tribute praising the abilities and qualifi- 
cations of the physician. Selection of Dr. Rossen 
was made by the governor and a professional ad- 
visory committee of physicians. 

x * x 

Dr. O. L. Peterson of Cokato was honored at 
ceremonies held in the Cokato school auditorium 
on December 29. The meeting, to pay tribute to 
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225 Sheridan Road 





A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 6-0211 








Dr. Peterson for his years of service, was sponsored 
by the Cokato Association and was attended by nu- 
merous residents of the city and surrounding area. 
Dr. Peterson, who -is seventy-eight vears of age, 
is a graduate of the University of Minnesota Medical 
School. 

* * * 


Principal speaker at a meeting of the Minnesota 
Society for the Prevention of Blindness and Conser- 
vation of Vision, held in Mankato on December 14, 
was Dr. Frank E. Burch of Saint Paul. 


* * * 


At a meeting in the Mayo Clinic, Rochester, on 
December 7, members of the Association of Fellows 
elected Dr. Robert W. Jampolis, president, Dr. Don- 
ald K. Buffmire, vice president, and Dr, Walter S. 
Phares, secretary. 

* * * 

Dr. Burton Grimes, superintendent of the St. Peter 
State Hospital, was the main speaker at a meeting 
of the Nicollet Parent-Teachers Association in Nic- 
ollet on December 14. Dr.’Grimes discussed aspects 


of mental health. 
* * * 


It was announced on December 30 that Dr. W. E. 
Macklin of Mankato had accepted the position of 
radiologist at the Rice Hospital. 

Dr, Macklin practiced medicine at Litchfield from 
1931 to 1943, when he joined the Navy and served 
in the radiology department at the National Naval 
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Medical Center in Bethesda, Maryland, for two and 

one-half years. Following his release to inactive 

duty, he took postgraduate work in his specialty at 

the University of Minnesota. For the past three 

years he has been radiologist at the Mankato Clinic. 
* * * 


Dr. Francis J. Braceland and Dr. Donald W. 
Hastings were appointed early in December to serve 
as consultants to the division of public institutions 
in the development of Minnesota’s mental health pro- 
gram. Dr. Braceland is head of the psychiatric 
section of the Mayo Clinic, and Dr. Hastings is pro- 
fessor of psychiatry and neurology at the University 
of Minnesota. 

* * * 


“Cancer and What You Can Do About It” was the 
title of a talk presented by Dr. O. G. McDonald, 
Duluth, at a joint meeting of the Duluth Veterans 
of Foreign Wars auxiliaries’ cancer workers on 
December 7. 

* * * 


Announcement of the election of four new trustees 
of the Minnesota Medical Foundation was made 
on December 13. Elected for four-year terms were 
Dr. Karl W. Anderson, Minneapolis, clinical associ- 
ate professor of medicine at the University of Min- 
nesota; Dr. E. T. Bell, Minneapolis, professor 
emeritus of pathology at the University, and Dr. 
Vernon Smith, Saint Paul. Elected for one year to 
fill an unexpired term was Dr. George N. Aagaard, 
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director of postgraduate medical education and as- 
sociate professor of medicine at the University. 
e 8 @ 

According to plans announced during the middle 
of January, the newly constructed Pine River Clinic 
was expected to be open by the end of the month. 
The one-story modern-design building will house 
the offices of Dr. C. M. Zeigler and Dr. A. T. Ro- 
zycki of Pine River. 

* * * 

On December 16, Dr, Alfred M. Ridgway of An- 
nandale was honored at a surprise gathering by the 
Annandale Odd Fellow and Rebekkah lodges. After 
tribute had been paid to him in several talks, Dr. 
Ridgway was presented with a special emblem of 
the order. He has been a member of the Annandale 
Odd Fellow lodge for fifty-seven years. 

* * x 

Dr. George Janda, who was associated with the 
Medico-Dental Clinic in Bertha during the past 
year, left on January 1 to begin a four-year period 
of postgraduate training in obstetrics and gynecology 
at the University of Minnesota Hospitals. 

* * x 

Dr. George W. Drexler of Blue Earth -has been 

appointed president of the Faribault County Heart 


Association for 1950. 
x * * 


Members of the Warren hospital and clinic staff 
were entertained at a dinner in Hotel Warren on 


December 20. Hosts and hostesses for the evening 
were Dr. and Mrs. C. H. Holmstrom, Dr. and Mrs, 
A. B. Nietfeld, and Dr. and Mrs. E. E, Pumal:, of 
Warren. Included in the program for the evening 
were messages of appreciation from each of the 
physicians. 

* * x 

Dr. Albert M. Snell, a member of the Mayo Clinic 
staff since 1924, has resigned his position as head of 
a section in medicine and has moved to Palo Alto, 
California, to enter private practice and to become 
associated with the Palo Alto Clinic. 

A graduate of the University of Minnesota Medical 
School, Dr. Snell practiced at the Mankato Clinic 
from 1920 until he joined the Mayo Clinic in 1924, 
During World War II, Dr. Snell served in the Navy 
from 1941 to 1943, much of the time on a hospital 
ship in the Pacific area. He then returned to Roch- 
ester for six months, after which he served as 
chief of the medical service at the Naval hospital 
in Oakland, California. He was finally separated 
from active duty in 1946. 

* * * 


It was announced on December 22 that Dr. Keith 
D. Larson of Minneapolis had moved to Howard 
Lake and planned to open offices for the practice of 
medicine shortly after January 1. He had made ar 
rangements to purchase the office building, equip- 
ment, residence and land of the late Dr. Leonard 
Harriman of Howard Lake. 
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Dr. R. J. Wilkowske of Owatonna has been named 
chairman of the 1950 Heart Campaign for Steele 
County. 

* * x 


At a meeting of the northern St. Louis County 
Public Health Activities Committee in Virginia on 
December 10, Dr. Mario Fischer, Duluth, acting 
county health officer, discussed a reorganization 
plan for the city council health unit. 


* * * 


After practicing at Lake Benton for the past three 
and one-half years, Dr. Albert M. Limburg has 
moved his offices to Wilmont to conduct his practice 
there. 

oa * * 


Dr. Albert E. Krieser, Mankato, will head the 
state’s new tuberculosis control program, it was an- 
nounced by Carl J. Jackson, state director of public 
institutions, on December 21. Dr. Krieser, who 
served in the Army for five years in World War II, 
has been associated with the state sanatorium at Ah- 
Gwah-Ching and has been tuberculosis consultant at 
the St. Peter State Hospital. His headquarters in 
his new position will be at Anoka State Hospital, 
where a new tuberculosis unit is being set up. 

* * * 

“The Recent’ Trend of Psychiatry” was the title 
of a talk given by Dr. A. H. Langhoff of Mankato 
at a meeting of the Mankato Registered Nurses 
Club on December 12. 

* * * 

Dr. Henry Goss of Glencoe -was the principal 
speaker at a meeting of hospital, public health and 
other registered nurses in Glencoe on December 9. 
Dr. Goss spoke on “Care of the Mother and New- 


born Infant.” 


* * * 


Four Mayo Clinic fellows received awards for 
superior quality graduate theses at the annual staff 
meeting on *December 21. The four who received 
the awards were Dr. B. E. Taylor, Dr. A. B. Taylor, 
Dr. W. B. Martin and Dr. D. S. Childs. 


*x* * * 


The Willmar State Hospital acquired a new staff 
physician during December when Dr. Robert B. 
May arrived in the city to begin his duties at the 
hospital. Dr. May is the former superintendent of 
the Eastern Shore State Hospital, Cambridge, Mary- 
land. 


* * * 


Dr. Elmer J. Martinson, son of Dr. Carl J. Martin- 
son of Wayzata, has opened offices for the practice of 
surgery in the Martinson Clinic Building. A graduate 
of the College of Medical Evangelists, Los Angeles, Dr. 
Martinson interned at Minneapolis General Hospital, then 
served in the Army for several years. Following this he 
completed a fellowship in surgery at the University of 
Minnesota. He has been a resident surgeon at Min- 
neapolis General, Minneapolis Veterans and Fargo Vet- 
erans Hospitals. 
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Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technique, 
two weeks, starting February 20, March 20. % 
Surgical Technique, Surgical Anatomy and Clinical 
Surgery, four weeks, starting February 6, March 6. 
Basic Principles in General Surgery, two weeks, start- 

ing April 3. 
Personal Course in General Surgery, two weeks, start- 
ing April 17. 
rgery of Colon and Rectum, one week, starting 
arch 6, April 10. 
Esophageal Surgery, one week, starting June 5. 
Breast and Thyroid Surgery, one week, starting June 


Thoracic Surgery, one week, starting June 12. 
Gallbladder Surgery, ten hours, starting April 24. f 
Fractures and Traumatic Surgery, two weeks, starting 


March 20. 
GYNECOLOGY—Intensive Course, two weeks, starting 
February 20, March ‘20. 
Vaginal Approach to Pelvic Surgery, one week, start- 


ing. March 6. 
OBSTETRICS—Intensive Course, two weeks, starting 


arch 6, April 3. 
suey ~ 'g epttemeaamate Course, two weeks, starting 
pril 3. 
Personal Course in Cerebral Palsy, two weeks, start- 
ing July 31. 

MEDICINE—Intensive General Course, two weeks, start- 
ing April 24. Electrocardiography and Heart Dis- 
ease, four weeks, starting March 13. 

Hematology, one week, starting May 8. 
Gastro-enterology, two weeks, starting May 15. 

Liver ‘and Biliary Diseases, one week, starting June 5. 
Gastroscopy, two weeks, starting March 6, ay 15. 

DERMATOLOGY—Formal Course, two weeks, starting 
arg 8. Informal Clinical Course every two weeks. 

—_ GY—Intensive Course, two weeks, starting April 

Cystoscopy, Ten-day Practical Course, every two 
weeks. 

General, Intensive and Special Courses in all Branches of 

Medicine, Surgery and the Specialties. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR, 427 South Honore Street 
Chicago 12, Illinois 
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1909....1950 


Physiotherapy for the relief 
of Arthritis and related con- 
ditions. Complete physical 
examinations and laboratory 
procedures given every pa- 
tient. Roy T. Pearson, 
M.D., Medical Director. B. 
F. Pearson, M.D., associate. 


Tel. Shakopee 123 
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$5,000.00 accidental death 
$25.00 weekly indemnity, accident 
and sickness 
$10,900.00 accidental death 
$50.00 weekly indemnity, accident 
and sickness 
$15,000.00 accidental death 
$75.00 weekly indemnity, accident 
and sickness 
20,000.00 accidental death 
$100.00 weekly indemn‘ty, accident 
and ‘sickness 
Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR MEMBERS 
WIVES AND CHILDREN AT SMALL 
ADDITIONAL COST 
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Quarterly 





85c out of each $1.00 gross income used for 
members’ benefits 
$3,700,000.00 $16,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection of our members. 
Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
48 years under the same management 
210 400 First National Bank Bldg., Omaha 2, Nebr. 





HOSPITAL NEWS 

Following are the results of various hospital staff 
elections recently held in Minnesota. 

Immanuel Hospital, Mankato.—Dr. 
president; Dr. R. G. Hassett, vice president; Dr, 
O. H. Jones, secretary. All were re-elected to 
office. Named to the executive committee were Dr, 
P. G. Hoeper, Dr. H. J. Nilson and Dr. F. W., 
Franchere. 

Asbury Hospital, Minneapolis.—Dr. Alfred N. Bes- 
sesen, president; Dr. H. A. Alexander, vice presi- 
dent; Dr. Richard S. Rogers, secretary-treasurer. 
Dr, Stanley R. Maxeiner was elected fo the medical 
advisory board to serve with Dr. Ann W. Arnold, 
Dr. Roscoe C. Webb, and Dr. Charles H. McKenzie. 

St. Joseph Hospital, Mankato.—Dr. J. A. Butzer, 
president; Dr. O. H. Jones, vice president; Dr. A, A. 
Schmitz, secretary-treasurer. Reappointed to the 
executive board were Dr. M. I. Howard, Dr. A. E. 
Sohmer and Dr. J. A. Butzer. 

Abbott Hospital, Minneapolis—Dr. Orwood J. 
Campbell, president; Dr. John Haugen, vice presi- 
dent; Dr. Walter Hoffman, secretary. 

Miller Hospital, Duluth—Dr. M. G. Fredericks, 
chief of staff; Dr. Earl Barrett, vice chief of staff; 
Dr. Henry Jeronimus, secretary-treasurer. Named 
to the executive committee were Dr. Karl Johnson, 
Dr. Kenneth Teich and Dr, Mario Fischer (ex-off- 
cio member). 

St. Cloud Hospital, St. 
chio, chief of staff. 

St. Gabriel’s Hospital, Little Falls—Dr. E. J. 
Simons, president; Dr. D. L, Johnson, vice president; 
Dr. R. J. Stein, secretary. Named to the executive 
committee were Dr, J. T. Laughlin, Dr. G. M. A. 
Fortier and Dr. E. G. Knight. 

Swedish Hospital, Minneapolis.—Dr. J. £. Milton, 
Harold T. Gustason, vice president, 
and Dr. Stanley Lundblad, secretary-treasurer. 

Eitel Hospital, Minneapolis—Dr. James A. Blake, 
chief of staff; Dr. Alton C. Olson, assistant chief of 
staff; Dr. Melvin B. Sinykin, secretary: All were 
re-elected to office. 


G E, Penn, 


Cloud.—Dr, N. F. Musa- 


* * * 


Four new medical staff members of Fairview Hos- 
pital, Minneapolis, were named by the board of di- 
rectors at a meeting on December 20. They are 
Dr. Loren J. Larson, Dr. Albert J. Schroeder, Dr. 


Harold S. Ulvestad and Dr. Harold G. Worman. 


* * * 

The Ramsey County Welfare Board voted on De- 
cember 13 to retain the services of seven teaching 
medical men at Ancker Hospital, Saint Paul, but it 
postponed decision on where to get money to pay 
them, In the past the men were financed by the 
University of Minnesota. However, the University 
had announced that it was withdrawing its support 
beginning July 1 because of new arrangements with 
Minneapolis Veterans Hospital. Since eliminating 
the services of the men would greatly curtail the 
activities of Ancker as a teaching hospital, the board 
decided it would have to find $10,050 to finance the 
men for the last half of the year. 
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OF GENERAL INTEREST 





The Birches Sanitarium, Ine. 


L. R. Gowan, M.D. 


A hospital for the care and treatment of 
Nervous and Mental disorders. 
ful environment. 
Recreational and occupational therapy. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Quiet, cheer- 
Specially trained personnel. 


Psychiatrists in Charge 
L. E. Schneider, M.D. 





BLUE CROSS-BLUE SHIELD NEWS 
January 10, 1950 

TO: Participating Doctors of Minnesota Medical 
Service Inc. 

My dear Doctor: 

Apparently there has been some dissatisfaction and 
misunderstanding on the part of some doctors regarding 
certain features of Blue Shield and Blue Cross. So, 
it occurred to me that a few words of explanation 
should prove of benefit to both the doctors and the or- 
ganizations, 

In principle, insurance serves as a protection from a 
major loss. Only rarely does it fully reimburse the in- 
sured for the total loss. This feature is almost uni- 
versally seen in automobile insurance in which the 
insured is reimbursed for the balance of $25 or $50. In 
other words, were it not for this principle, that is 
reimbursement of part but not all of the cost or loss, 
insurance would be an investment rather ‘than a safe- 
guard against extensive loss. 

Yet, it is this feature of medical care insurance that 
is causing the misunderstanding in the minds of many 
physicians. General practitioners complain that medical 
insurance does not cover office and house calls; various 
specialists are unhappy because their full fees for each 
service are not covered; and both family doctors and 
specialists are dissatisfied that all diagnostic services, 
such as x-rays especially, are not covered in the policies. 

It is the full coverage features among other things 
which have cost the British and European health 


Fepruary, 1950 





REST HOSPITAL 


2527 Second Avenue South, Minneapolis 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis and treatment of nervous and 
mental disorders. Invites co-operation of all repu- 
table physicians. Electroencephalography avail- 
able. 


PSYCHIATRISTS IN CHARGE 


Dr. Hewitt B. Hannah 
Dr. Andrew J. Leemhuis. 








insurance programs so excessively. It is the full cover- 
age feature of Compulsory Health Insurance in this 
country that will either bankrupt the government or 
lead to some form of collectivism. In other words, full 
coverage medical and hospital care is only possible at 
exorbitant cost to its underwriters. 

In the present instance, x-ray fees and services are 
causing difficulty. In a recent analysis of Blue Shield 
contracts, Minnesota’s was found more liberal in x-ray 
services. Beyond this, administrative personnel and the 
Boards of Directors are liberal in consideration of x-ray 
services whenever liberality is possible. Despite these 
facts, diagnostic x-ray services and hospitalization of 
patients solely for the purpose of having x-ray serv- 
ices paid for by either Blue Shield or Blue Cross are 
working hardships upon the organizations. 


Unless it is possible to reduce costs of diagnostic x-ray 
services or hospitalization solely for x-ray services, 
the end-point could be either insolvency or raising the 
premiums. Blue Shield has paid over a million dollars 
for medical care and Blue Cross over eight million dol- 
lars for hospital care during the past year. From the 
contract holder’s viewpoint much money has been saved 
him. From the doctor’s and hospital’s viewpoint it is 
reasonable to assume that more bills have been paid 
than would have been paid were the patients not insured 
under either or both Blue Cross and Blue Shield. Add 
to this the fact that these organizations provide a 
program by which the American people can preserve 
for themselves free choice of physician and the other 
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OF GENERAL INTEREST 


For years we have maintained the 
highest standards of quality, expert 
workmanship and exacting conform- 
ity to professional specifications .. . 
a@ service appreciated by physicians 
and their patients. 


ARTIFICIAL LIMBS, TRUSSES, 
ORTHOPEDIC APPLIANCES, 
SUPPORTERS, ELASTIC HOSIERY 


RELIABILITY: 


Prompt, painstaking service 


Buchstein-Medcalf Co. 


223 So. 6th St. Minneapolis 2, Minn. 











RADIUM RENTAL SERVICE 


2525 INGLEWOOD AVENUE 
MINNEAPOLIS 5, MINNESOTA 
TEL. ATLANTIC 5297 


Radium element prepared in 
type of applicator requested 


ORDER BY TELEPHONE OR MAIL 
PRICES ON REQUEST 





Good Uision Js Precious 
When your eyes need attention... 


Don't just buy eye glasses, but eye care... 
Consult a reliable eye doctor and then... 


Let Us Design and Make Your Glasses 


Pally Kill Ackerman 


Dispensing Opticians 
25 W. 6th St. St. Paul CE. 5767 








principles of American medicine which have given them 
the lowest death rate and the highest level of health 
of any comparable population in the world. 

So, it seems not without reason to plead co-operation 
in minimizing x-ray fees for diagnosis and especially 
hospitalization merely to cover diagnostic x-ray services, 
Such co-operation would be a distinct contribution to 
the continued success of both Blue Shield and Blue 
Cross, as well as a thorn in the flesh of those adyo- 
cating compulsory sickness insurance. 

Yours very truly, 

Epwin J. Stmons, M.D. 

Chairman, Medical Advisory Committee 
Minnesota Medical Service, Inc. 


Tuberculosis is not a simple health problem like the 
removal of tonsils or the repair of a broken leg. It is 
a complex, long-time ailment almost always resulting 
in a special way of living. Tuberculosis involves many 
things besides hospital, medical, and nursing care. It 
has many requirements on the social welfare side and 
these needs are often of long duration. The tuberculosis 
problem is one of prehospital and posthospital care with 
all that they mean. Moreover, it is’ a problem of the 
care of the patient’s family as well as of the patient— 
RutH TaAytor, Nat. Tuberc. A. Bull., October, 1949. 


TREATMENT OF DEAFNESS 
WITH HISTAMINE 
(Continued from Page 159) 

provement in hearing. The result showed eight 
patients improved, five not benefited and three 
slightly improved. Further study in the use of 
histamine in the treatment of nerve deafness 
seems warranted. Careful selection of cases is 
important since it is very easy to arbitrarily give 
all deaf patients the same treatment in a too zeal- 
ous attempt to achieve results beyond the realm of 
this medication. 
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DANIELSON MEDICAL ARTS PHARMACY, INC. | 


10-14 Arcade, Medical Arts Building 
ATLANTIC 3317 825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 


PHONES: 


ATLANTIC 3318 


HOURS: 


SUN. AND HOL.—10T0O1 














PHYSICIANS AND HOSPITALS SUPPLY (CO., Inc. 


414 SOUTH SIXTH ST., MINNEAPOLIS, MINN. 
INSTRUMENTS - TRUSSES - EQUIPMENT - PHARMACEUTICALS - DRUGS 
MAIN 2494 
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BOOK REVIEWS 





BOOK REVIEWS. 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
review Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











CLINICAL CASE- TARINe; GUIDES FOR THE STUDY OF 
PATIENTS; HISTORY-TAKING AND PHYSICAL EX- 
AMIN ATION OR A SEMIQLOGY OF DISEASES IN THE 
VARIOUS SYSTEMS. By George R. Herrmann, M.D., 
Ph.D., Professor of Medicine, Usiverety of Texas. 4th edition. 
240 pages, St. Louis: The C fosby Company, 1949. 
Price $3.50. 

This manual is intended primarily for instruction and 
guidance of clinical clerks in the author’s hospital, but 
except for a few specific items of local application could 
well be used anywhere. The first section presents the 
importance of history taking. There is much emphasis 
on establishment of proper rapport with the patient and 
an attempt is made to assist the student in this direction. 
Instructions for history taking and physical examination 
are very complete, covering first the general medical 
problem and then devoting chapters to various special 
problems. The appendix lists symptoms by regions with 
causative conditions. 

The book may have little appeal for physicians in 
practice; however, for one willing to spend the time, it 
serves as an excellent check on the adequacy of his 
examinations. 


possible 


Davin M. Craic, M.D. 


HUMAN BIOCHEMISTRY. By Israel S. Kleiner, Ph.D., Pro- 
fessor of Biochemistry and d Director of the Department of 
Physiology and Biochemistry, New York Medical College, 
Flower and Fifth Avenue Hospitals; Formerly Associate, The 
Rockefeller Institute for Medical Research, New York. 2d 
edition. 649 pages. Illus. -St. Louis: The c. ¥. Mosby Com- 
pany, 1948. Price $7.00. 

This book is a gratifyingly successful attempt to cor- 
relate biochemistry with clinical medicine. As a textbook 
the material is well presented, is illustrated with well- 
chosen, appropriate and instructive graphs and pictures. 
The author has drawn from many sources for his ma- 
terial and has supplemented his remarks with a valuable 
bibliography. Besides a reference for general review of 
the changing concept of biochemistry, the practitioner 
will find particular value in the last chapters which deal 
with the effect of various drugs on the body and recent 
clinical applications of chemistry to medicine. 


Davin M. Craic, M.D. 
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Contact your wholesale druggist or 
write direct for information 


“DEE” MEDICAL SUPPLY COMPANY 
P.O, Box 501, St. Paul, Minn. 
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Replies to advertisements with key numbers should be GENERAL PRACTICE AVAILABLE—In Southern 
mailed in care of MINNESOTA MEDICINE, 2642 University Minnesota. Doctor joining clinic elsewhere. Practice 
Avenue, Saint Paul 4, Minn. — a year, bag F pn A since beginning. 

: i 8h round floor office ouse and equipment includin 
EENT PHYSICIAN WANTED—Growing clinic in x-ray unit available, if desired. Services of aan 

Northern Minnesota has excellent opening for practi- genologist available. Address H. P. Van Cleve, M.D, 

tioner in EENT. Salary with percentage open. Ad- Dodge Center, Minnesota. 

dress E-180, care MINNESOTA MEDICINE. 


WANTED—Partner in general practice, Minnesota. 
FOR SALE—Office and full equipment plus prac- Present location twenty-three years. Planning to retire 
tice in rural community established forty-six years. om two yenes Sayre pes Sacer ——. No invest- 
One of thriftiest small cities and dairy farming com- pec required. Address E-185, care MINNEsoTA Menr- 
munities in Southern Minnesota. Office building, CONE. 
22 by 70 feet, one story, eight rooms: two consul- opacities 
tation rooms; eye, ear, nose and throat room; EXCELLENT OPENING for young physician in pros- 
physiotherapy room; x-ray room; convalescent perous community in northwestern part of Wiscon<in, 
room with two beds. Two doctors retiring be- Hospital facilities available. Possibilities of perma- 
cause of ill health and age. Two doctors needed: nent position in clinic. Scandinavian preferred, al- 
(1) General practice; (2) general practice plus eye, though not necessary. If interested, write qualifica- 


ear, nose and throat. Combination in effect thirty tions. Address E-184, care MINNESOTA MEDICINE. 
years. Address E-186, care MINNESOTA MEDICINE. 





% % POSITIONS AVAILABLE * 
FOR REN T—Five-room office suite, including dark- *Internist in Minneapolis desires associate internist. 
room. | opulation 8,000 in immediate area. Good cred- 2 ce Ser 1 L Medi 
it rating. Write or call McCall Riverview Pharmacy, pmo Practitioner for locum tenens Lowry Medical 
ag ee . > 4 2 rts Building, two months. 
127 West Winifred Avenue, Saint Paul. Telephone: ae 
CEdar 9255. *Pediatrician wanted for four-man group, New Jersey. 
“ *General Practitioner, permanent or locum tenens; $500 
to start; new hospital ; Mnneapolis. 
OFFICE SUITE FOR RENT—Three rooms or more. *General Practitioner for association 28-bed hospital, 
Over drug store, corner 50th and France South, in Minnesota. 
Edina. Will decorate to suit renter. Lease, if desired. *Good general surgeon for manager new $350,000 hos- 
Address A, L. Stanchfield, 4424 W. 44th Street, Min- pital. 
neapolis. Telephone : MAin 3371 or WAlnut 4806. *Board eligible men wanted for new clinic, southern mid- 
dle west territory. 


. For information, write or call 
OFFICE SPACE FOR RENT—Ideal for dentists and THE MEDICAL PLACEMENT REGISTRY 


physicians. State Bank of Sleepy Eye, Sleepy Eye, 629 Washington Ave. S. E., Minneapolis GL. 9223 
Minnesota. 























THE GEIGER LABORATORIES 


Chnical Soaties far Physicians of the Upper Middle What 


Mailing tubes and price lists supplied upon request. 
1111 NICOLLET AVENUE MINNEAPOLIS 2 MAIN 2350 











PATTERSON SURGICAL SUPPLY COMPANY 


103 East Fifth St., St. Paul 1, Minn. 


HOSPITAL AND PHYSICIANS SUPPLIES AND EQUIPMENT 
Cedar 1781-82-83 
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